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Although during the past few years there has been little, if any, 
advance in our knowledge of the causation or of the pathology of this 
condition and no startling innovations in the manner of treatment that 
have been generally accepted, it is with no apology that I present a paper 
before you under this heading. My personal experience is limited to three 
cases, but my experience in postgraduate teaching and the expressed 
opinions of fellow-practitioners leads me to believe that the importance 
of this condition is underestimated and also that there is a rather widé 
divergence of opinion as to the correct method of treatment. 

In placenta previa the placenta is implanted upon that portion of 
the uterine wall which becomes the lower uterine segment in labor, be- 
tween the contraction ring ‘and the internal os. It is by far the most 
frequent cause of antepartum hemorrhage. Its frequency is variously 
estimated at from one in two hundred and fifty to one in fifteen hundred 
cases. Considering the unrecognized cases and also the accepted fact that 
it is a rather fruitful cause of early abortion and miscarriage, we must 
amend our estimates. 

Various theories as to the causation of low implantation have been 
advanced, many of which have been shown to be erroneous or purely 
speculative and need not be discussed here, except possibly to note the 
simple theory advanced by Webster that it may explain the low implanta- 
tion of the ovum by supposing that fertilization of an ovum may take 
place in the lower uterine cavity. Among those most generally accepted 
are endometritis and multiparity. It occurs very infrequently in the 


*Read at the Fifty-eighth Annual Session of the Illinois State Medical Society, 
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primipare, the percentage raising with the number of labors. Rapidity 
with which labors succeed each other bears a direct relation to its fre- 
quency. ‘These accepted ideas and also the fact that the placenta is 
practically always pathological, thin and eccentrically developed, seem 
to bear out Strassman’s theory that the imperfect vascularization of the 
decidua, the result of inflammation or atrophic change, due to repeated 
and closely following pregnancies, limiting the amount of blood going 
to the placenta, causes it to spread out, seeking a larger area from which 
to extract its blood supply, thus approaching or covering the os. I speak 
of the developmental varieties only to note that Webster mentions the 
reflexal variety as a probably frequent cause of early abortion and mis- 
carriage. For all practical purposes the varieties may be limited to the 
complete or central and the incomplete or partial. 


SYMPTOMATOLOGY. 


As before noted, placenta previa is by far the most frequent cause of 
antepartum hemorrhage. This hemorrhage may be single, enormous and 
fatal, or may be repeated, varying in quantity and results; it may be 
continuous, slight or oozing, which, if allowed to continue, may have as 
serious results as the more spectacular hemorrhages. This is often de- 
pendent upon no external cause. The patient may awake from a pro- 
found sleep drenched with blood. There may or may not be pain, but 
there are always contractions; the hemorrhage is due to the separation 
of the placenta from a portion of its attachment or rupture of the 
placental vessels. The diagnosis is confirmed by vaginal examination and 
in cases where there is a non-patulous os, digital exploration may be 
made under ether; it may precipitate labor, but this is not a contraindi- 
cation. With the complete variety a stringy or spongy mass is felt 
‘between the presenting part and the examining finger and in the incom- 
plete, the edge of the placenta may be easily determined. 


PROGNOSIS. 


There are various factors outside the primary hemorrhage which 
render the outcome serious, uterine inertia favoring weak contractions 
and tending to postpartum hemorrhage; on account of the wide attach- 
ment, adherent placenta is frequent; in primipare it is a very serious 
condition on account of the superior tone of the cervix. Careless inter- 
ference, too rapid dilatation of the cervix or too rapid extraction through 
an imperfectly dilated os have served to increase the maternal mortality. 
Abnormalities are much more frequent, and repeated hemorrhages in- 
crease the risk. Infection, phlebitis, embolism and subinvolution all 
serve as factors to render morbidity and mortality greater. The maternal 
risks are generally considered less before the seventh month. Maternal 
mortality, formerly 30 per cent. to 38 per cent., now reported as from 
1.45 per cent. to 21 per cent. Fetal mortality is now, always has been 
and promises to continue high, is variously estimated at from 50 to 70 
per cent.; prematurity, asphyxiation and operative interference are the 
most important factors. 
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TREATMENT. 


_ A careful study of the prognosis of this condition and the results of 
the different methods of treatment suggested by different authors leads 
to an inevitable conclusion, and in this I agree with Lyle that consider- 
ing the high fetal mortality under any and all forms of treatment, and 
though we deliver the living child, few survive beyond the second or third 
week ; of those who do survive few become robust by reason of their bad 
start: and considering it is granted that the best treatment for the mother 
is worse for the child and the best for the child is worse for the mother, 
our conclusion must be that if we have a form of treatment that assures 
a low maternal mortality it is incumbent upon us to adopt that treatment. 
It must be granted also that the mother is a much more important factor 
socially and economically than any prospective infant can possibly be; 
therefore, I repeat that we are bound to accept any form of treatment 
that can be shown to give the lowest maternal mortality. The best re- 
sults so far attained may be attributed to the method of terminating 
pregnancy immediately a diagnosis of placenta previa is made by bring- 
ing down a foot and leaving Nature to complete the labor. As these cases 
are especially susceptible to infection by reason of the wide placental 
attachment the unusual vascularity of the lower uterine segment and 
also the anemia secondary to hemorrhage, creating a lowered resistance, 
asepsis should be as near perfect as possible. It goes without saying 
that the operator, assistants and the patient should be as thoroughly pre- 


pared as though laparotomy were to be performed. I would suggest the 
use of rubber gloves, as I have experienced no difficulty in using the 
gloved hand. The patient should be carefully ‘prepared, bowels and 
bladder emptied, genitalia shaved and scrubbed, thighs, abdomen and all 
adjacent parts rendered as sterile as possible. Diagnosis of position and 
presentation should be carefully and exactly made out. The patient 
should be placed on the table in a dorsal position and anesthetized. 


If the head presents, external version may be attempted. This is 
possible in a certain percentage of cases, or version may be so far carried 
out that it is easy to seize a foot. If external version is impossible, when 
the cervix is dilated sufficiently to admit two fingers, the method of 
Braxton Hicks, or combined version, can be done. The whole hand is 
introduced into the vagina. The hand corresponding to the position of 
the back of the fetus is generally recommended, though it is a matter 
that can be safely left to the choice of the individual operator. The 
index and the middle finger are carried through the cervix, the mem- 
branes ruptured if incomplete and if complete going through the, 
placenta; with the finger tips pressure is made on the brow of the fetus, 
taking care when pushing head up to maintain flexion. The other hand 
is used to push head up externally ‘until the foot can be seized between 
the two fingers. During this time the assistant is making pressure on 
fundus pressing the buttocks over and down as the foot is drawn through 
the cervix into the vagina and version is completed. Traction is continued 
until the knee appears at the vulva; a firm abdominal binder is applied 
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and the patient left to Nature for the completion of the labor, which 
usually occurs within a few hours. If hemorrhage is not entirely con- 
trolled, gentle traction on the protruding leg generally suffices. The 
method of bringing down one leg creates a cone-shaped plug of the fetus, 
making pressure between the buttocks and the pelvic bones, thus con- 
trolling the hemorrhage. This operation in transverse and breach pre- 
sentations varies only in degree, but the object and the results are the 
same. The Braxton Hicks version has the advantage of confining the 
manipulation within the membranes, lessening chance for infection. 


TREATMENT FOR THIRD STAGE. 

The high percentage of cases in which the third stage is pathological 
renders it important to be prepared for any emergency. The placenta 
should be delivered immediately, in many cases it will be found detached 
and simple expression is all that is necessary. If adherent it must be 
removed manually, carefully separating it from its attachment. If there 
is postpartum hemorrhage it should be treated as occurring in other 
labors. Ergot hypodermically, massage, and intrauterine douche of 
saline solution at 120 degrees Fahrenheit are usually sufficient. After 
the hemorrhage is controlled, if the condition of the patient indicates it, 
hot normal salt solution may be given subcutaneously or per rectum. 
The lower end of the bed may be elevated to reduce pelvic blood pressure 
and during the early puerperium the patient should be kept quiet. 

It seems hardly necessary to state here that at no time after the 
diagnosis of placenta previa is made should the patient be left unwatched 
and that after the operation is begun the obstetrician should be in con- 
stant attendance “until: labor is complete and the patient seems in no 
immediate danger. It is usually necessary to remain with the patient 
much longer than the classical hour after delivery of the placenta. 

I am convinced that this method of treatment should be applied to all 
cases of placenta. previa, as soon as diagnosis is made, with these varia- 
tions: When primary hemorrhage occurs before dilatation is sufficient 
the vagina may be packed. For this purpose I prefer small pledgets of 
cotton squeezed out of some mild antiseptic solution, e. g. lysol 4% per 
cent. to 1 per cent., these to be packed closely about the cervix and the 
vagina filled to its capacity. This will usually control the hemorrhage 
and at the same time excite uterine contractions and cause dilatation of 
cervix. These may be left in 6 to 8 or even 24 hours, provided no hem- 
‘orrhage and insufficient dilatation may be renewed. When hemorrhage 
can not be controlled in this manner the cervix may be dilated manually 
after the Harris method and the operation completed as detailed. Also 
where full dilatation has taken place the head may be pressed down into 
pelvis and forceps extraction made. : 

As maternal risks have been shown to be less before the seventh month, 
palliative treatment may bé considered, but should be strictly limited to 
those patients who can have adequate hospital care and be continually 
under the eye of a competent physician, but in no case that shows excessive 
or repeated hemorrhages should treatment be delayed, but pregnancy 
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should be terminated at once by the means suggested, and I believe the 
time will soon come when it will be generally accepted that pregnancy 
must be terminated as soon as diagnosis is made in all cases. The use of 
the colpeurynter is open to the objection that it pushes the head up and 
does not allow it to descend and because it is liable to rupture the lower 
uterine segment. 

Cesarian section may be safely left to that class of cases in which 
it is primarily indicated. Rapid extraction through an imperfectly di- 
lated cervix is to be utterly condemned. Tears are almost certain to 
occur on account of the friability of the lower uterine segment, leading 
to still further hemorrhage and increasing maternal mortality. The 
patient is already exsanguinated and suffering from three-fold shock of 
hemorrhage, anesthetic and operation and the delay enables the patient 
to recover from the shock, the uterine musculature to resume its tone, 
allows time for coagulation to occur in the uterine sinuses and lessens 
the liability of postpartum hemorrhage. 

This condition is serious always and often desperate. The indica- 
tions are plain and in sequence of importance to stop the hemorrhage, 
dilate the cervix and deliver the child and always consider the safety of 
the mother paramount. There is no other method that offers us so low a 
maternal mortality. This is the method used at the Rotunda Hospital, 
Dublin, since 1899. They have had 155 cases of placenta previa with six 
maternal deaths—one from pulmonary embolism the eighteenth day 
after delivery, three from sepsis introduced before the patient arrived at 
the hospital, in one case a midwife had tamponed the vagina with a 
dirty rag, one died from hemorrhage on the table, and one from hemor- 
rhage following a forceps extraction, causing the rupture of the lower 
uterine segment. Goldstein reports eleven cases treated by this method 
without a single maternal death. Strassman’s reports show a maternal 
mortality for this method of 1.45 per cent., by internal version 814 per 
cent. and for version and extraction 20 per cent. Of the following cases 
one only had the advantage of hospital care: 

Mrs, A., age 37, vi-para, diagnosis made after spontaneous rupture of the 
membranes with single hemorrhage of several hours’ duration. When I first 
saw her the membranes had just ruptured and as the head was well down and 
hemorrhage had stopped the labor was allowed to proceed without interference. 
Diagnosis of marginal placenta previa was made from the hemorrhage and ex- 
amination of the placenta and membranes. This case was normal except that the 
puerperium was retarded on account of anemia and subinvolution. 


Mrs. X., age 43, xii-para, mother of eight living children, hemorrhaged for 
three or four weeks and kept in bed by her physician. I was called in consulta- 
tion, found the patient exsanguinated, pulse 130, and hemorrhaging freely. Diag- 
nosis of complete placenta previa made. The patient was etherized, found cervix 
dilated sufficiently to admit two fingers, also head presentation, position O R A. 
Version was done, bringing leg out of vulva to knee. Spontaneous labor occurred 
in about three hours. The placenta following immediately after child was dead. 
Puerperium was much retarded. 

Mrs. H., age 39, vii-para, brought to the hospital with history of hemorrhage 
antepartum and still bleeding. Diagnosis of complete placenta previa was made. 
Version was done as above. The labor occurred nine hours afterward, The child 
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was dead, placenta following immediately. The mother died one-half hour later 
from postpartum hemorrhage. I might say that this case was left in charge of 
interne after version was completed. 


DISCUSSION. 


Dr. Joseph B. DeLee, of Chicago:—I was very much amused at the exodus 
from the hall when this paper on placenta previa was announced. Placenta 
previa is three times as frequent as broken back. It has more live interest for 
the general practitioner and also for those surgeons that are specialists in the 
smaller cities. The mild cases have a small mortality. The severe cases have a 
mortality that is given by various collators as from 25 to 75 per cent. The 
latter class has a mortality for children of nearly 100 per cent. The mortality, 
therefore, of placenta previa is about twice as great as the mortality of broken 
back. I mention these points to emphasize the necessity for the introduction 
of obstetric papers in meetings of this class. 

There is no place in all medicine or surgery where the services of a skilled 
hand are required as they are in the practice of obstetrics, and particularly.in 
the presence of a complication of this nature. I speak with particular poignaney 
because of the last case I had the privilege and pain of attending died prac- 
tically under my hands from the complication of placenta previa, and it showed 
that a man who has had a great deal more experience than is the lot of most 
of us will have patients who will die in spite of a hospital, six internes, half 
a dozen nurses, and all the knowledge we have to-day regarding the cure of 
placenta previa. 

To bring out the points I desire to make I will cite the case. The mother 
of six living children, whom I had known for twelve years, whom I operated 
on for appendicitis three years ago, who had a prolapse of the uterus which 
I replaced with a Watkins-Wertheim operation, and who made a perfect recov- 
ery, and whom I delivered before, complained last week of a loss of blood 
amounting to two teacupfuls. She was sent to the Wesley Hospital and put 
in bed. She was seven and one-half to eight months pregnant. There were no 
symptoms of trouble before. Monday night I examined her simply to make a 
diagnosis. On introducing the finger into the cervix I found the internal os 
contracted, so that only the tip of the finger could gain entrance. I could not 
reach any of the presenting parts or the placenta, but there was offered resist- 
ance resembling a very soft blood clot. There was no anemia. The patient 
looked apparently well, had rosy cheeks and red lips, and gave no indication 
of impending death. To make the diagnosis I forced the finger in a little bit 
further, and at the end of about an inch and a half I came upon the edge of 
the placenta high up and to the back, It was a complete placenta previa. The 
placenta was spanned over the lower uterine segment, and the distance between 
the festooned placenta and internal os was an inch and a half. On removing 
the finger a stream of blood followed as thick as the os would allow. I imme- 
diately inserted the finger again, shut off the hemorrhage, and put the woman 
to sleep and did a Braxton Hicks’ version, which, according to Dr. Hollenbeck’s 
paper, is the best and most recognized treatment, and heretofore in an expe- 
rience of 59 cases of placenta previa I found it very reliable and a very suc- 
cessful procedure. I experienced the greatest difficulty in getting the foot down; 
I could get it over the os, but it was impossible to grasp it, the os being so 
small. I dilated the os to insert the tip of the second finger, and by the use 
of forceps I succeeded in bringing the leg through and pulling the thigh against 
the placenta and in checking the hemorrhage. I fancied we had the case under 
control, as I have always succeeded before in controlling hemorrhage, but a 
dark brown extravasation appeared in the left labium and gradually extended. 
I diagnosed hematoma of the vulva and believed that in my manipulations I 
had ruptured one of the varicose veins of the vulva, and that blood was exud- 
ing into the connective tissue, producing a hematoma, I discussed with myself 
the propriety of splitting the hematoma and of turning out the clot. I am 
very glad I did not do this because it turned out not to be a hematoma, but an 
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infiltration of blood similar to that which occurs in bleeders where, after a 
small operation, the tissues are infiltrated with blood from abnormally con- 
stituted blood vessels or from abnormally constituted blood. The ques- 
tion was how to deliver through the narrow cervix in the presence of the 
hematoma that reached the size of an orange and the woman already 
beginning to show signs of hemorrhage. I left things to Nature; in- 
structed the interne to put a little traction on the leg, four ounces to half a 
pound, and everything went along apparently well except the hematoma grew 
larger. That was at 6 o'clock in the evening. At 7 o’clock the first operation 
was completed; at 10 o’clock the baby was born spontaneously. Before the 
baby was born the woman’s countenance changed; there were signs of shock, 
and I diagnosed rupture of the uterus; after the delivery of the child, which 
was dead, part of the placenta came away, and on making an internal examina- 
tion I found the rupture of the uterus had extended into, but not through the 
broad ligament, though there was no particular hemorrhage, but a constant 
oozing of lake-colored blood in which the hemoglobin is dissolved in the serum. 
In the meantime, the hematoma ‘grew larger. The woman had gone into col- 
lapse, and rapid operating was necessary. I removed the placenta. The uterus 
contracted well; I packed it tightly. Inside of five minutes, as the gauze pack- 
ing was saturated-and blood was exuding externally, I removed the gauze, 
packed again, and sewed up the uterus with twelve sutures, closed the uterus 
over the gauze, packed the vagina tightly with cotton, and in a few minutes 
the hemorrhage was controlled. I gave her two quarts of saline solution and 
stimulants, and she rallied fora little while, but in spite of all we could do, 
she died fourteen hours after the examination of the evening before. 

That case brings forcibly to mind the dangers of placenta previa and the 
complications that can arise in a given case. Ordinarily, Braxton Hicks’ version, 
bringing down the foot and leaving the case to Nature, is ideal treatment, and 
the one recommended for general practice. I believe, however, that had I done 
Cesarean section as soon as I had recognized the condition of placenta previa 
centralis at the eighth month of pregnancy, when the cervix admitted a finger, 
I would have saved mother and baby. 

As to the question of hemophilic tendencies in this case, I can not give a 
positive opinion whether it was an acute hemophilia or alteration of the blood 
produced by hemorrhage, I do not know. I had a talk with Dr. E. Wyllys 
Andrews about acute hemophilia in pregnancy and labor, and also in certain 
constitutional dyscrasie#, like syphilis and malaria, in which no marked pos- 
itiveness of opinion was developed. 

Cesarean section for placenta previa is not a generally recognized procedure. 
Ehrenfest, of St. Louis, collected the statistics two years ago and the percentage 
of recoveries was against the operation. I believe, however, it has a place, and 
in a given case of placenta previa centralis the quickest and safest way for 
both mother and child is probably the abdominal operation. 

Dr. Jesse P. Simpson, of Palmer:—I have listened with much pleasure and 
satisfaction to the reading of Dr. Hollenbeck’s paper and to Dr. De Lee’s intel- 
iigent and instructive discussion. I want to speak of the use of suprarenal ex- 
tract in cases of placenta previa. Some years ago, having gotten good results 
from it in postpartum hemorrhage, I felt encouraged to try it in placenta 
previa. My first case occurred about five years ago. The woman lived four 
miles in the country and was almost exsanguinated before I reached her. 
Twenty minims of the extract given hypodermically acted promptly in raising 
the blood pressure and checking the hemorrhage, thus allowing considerable time 
for deliberate dilatation of the cervix and delivery by podalic version. The child 
was still born; but the mother made a good recovery, although suffering with 
an acute attack of la grippe at the time. Indeed, I have always believed that 
the paroxysms of coughing brought about the first detachment of the placenta 
and brought matters to a crisis at this particular time, since there had been no 
previous hemorrhage or other symptom to attract one’s attention to the existing 
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condition. Although not in line with the subject under consideration, it may 
interest you to learn that following the frightful hemorrhage the high fever and 
expectoration that had existed about forty-eight hours, disappeared very abruptly. 

My second case occurred the middle of last January, in our town. Was 
first called to the house because of a slight hemorrhage; and readily diagnosed 
the condition by deeply invaginating the index finger into the much elongated 
cervix, the long cervix in such cases having also been mentioned by Dr. 
De Lee. Having the patient near me, I concluded to put her to bed and await 
further developments for a time at least. One week later there occurred a 
much greater hemorrhage, and upon examination the elongated cervix was 
practically obliterated (although the lady stated that she had suffered no 
pains) thus indicating a considerable detachment of the placenta. This was at 
about the eighth month. I immediately proceeded to bring about labor, first 
giving 20 minims or more of the suprarenal extract by hypodermic injection, 
which, as in the previous case, acted admirably in checking hemorrhage. Having 
called Dr. James Simpson to assist, it was determined to watch closely the 
duration of the effect of the adnephrin, in order that we might have reliable 
data therefrom. And although we were with the case eleven hours and brought 
about uterine canalization in a most deliberate manner, having to detach nearly 
one-fourth of the placenta in accomplishing this; and finally delivering by 
podalic version, because we did not wish to jeopardise the life of the mother by 
placing too much reliance upon our hemostatic measures, hemorrhage did not 
again become noteworthy until five hours had elapsed, at which time another 
dose of the extract was injected and this sufficed until the third stage of labor 
was completed. As it was thought that chloroform anesthesia would antagonize 
the effect of suprarenal extract in some degree, morphin without atropin was 
used to blunt the sensibilities of the mother, and doubtless aided in controlling 
hemorrhage, though it must have retarded the effect of our efforts at inducing 
active expulsive pains. 

In a like case nearing full term, I would now feel warranted in applying 
forceps or conducting any other maneuver toward safeguarding the interests of 
the child. However, an extensive separation of the placenta might kill through 
asphyxiation as certainly as from fetal hemorrhage. I also lost the infant in 
this case, but through a careful cleanly technic the mother made an uneventful 
recovery. And the total hemorrhage was certainly only slightly more than in 
the average normal labor. 

Dr. Thomas J. Sullivan, of Chicago:—Before the discussion on this subject 
is closed, I will call attention to a phase of the question which the previous de- 
baters did not have time to take up. This subject is a very large and important 
one, and we need not be alarmed if some of the members should run out when 
such a topic is under consideration, as, for instance, gunshot wounds of the 
hands received on the Fourth of July; yet we have 240 or 250 deaths attribut- 
able to the ignorance of the medical profession of the United States. If we 
understood the subject we would not have as many deaths. Doctors will run 
to a hospital to see a Cesarean section rather than discuss such an important 
subject as this. It is terrible, gentlemen, to lose a mother from placenta 
previa when there are six or seven children in the house. It is a difficult sub- 
ject to handle. I have run across in my professional experience a good many 
deaths from placenta previa, but none have happened fortunately in my own 
practice. There is one class of cases that I will briefly refer to, namely, women 
who are far advanced in life and are pregnant for the first time. They have 
partial placenta previa; there is hemorrhage, not great; you wait for the case, 
and the woman has a severe hemorrhage, when it becomes necessary for you to 
proceed. I want to call attention to the vaginal section method in this con- 
nection. It is excellent. The patient can be put in a hospital or prepared at 
home for operation. If the cervix is still closed and the hemorrhage will war- 
rant immediate delivery, there should be an incision made across the junction of 
the .yagina with the uterus, and it is an easy matter with a sponge to shove up 
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the bladder and other structures and make a free incision through the posterior 
wall of the uterus and deliver either by the feet or head, whatever is most 
convenient, and the woman can be rapidly delivered in that way. Before delivery 
takes place there is hemorrhage from vessels; these should be seized, ligated, 
and all forceps removed. Early this year I delivered a woman of 37 in that 
way, with an easy recovery of the mother, although the child died before the 
procedure was undertaken, due to a prolonged and severe hemorrhage during 
the night. I delivered the woman very early in the morning, and she made an 
excellent recovery. 

This method is taught and practiced in Europe with good results, and I 
call attention to it because it is simple, safe and useful only in that class of cases. 
It would not be useful in other cases, as, for instance, those in which the cervix 
could be dilated with the hand. It would not be justifiable. Instead of waiting 
in the other class, you can make section, deliver rapidly, control hemorrhage, 
and save the patient further loss of blood. 

Dr. Joseph B. De Lee, of Chicago:—May I be permitted, Mr. Chairman, to 
reply to the remarks of the last speaker regarding the treatment of placenta 
previa? It might have been better in this case, when I found the cervix was 
tight, and could not make extraction immediately, to have pulled down the 
cervix, make a transverse incision at the junction of the vagina and cervix, as 
described so glibly by Dr. Sullivan, push the bladder up, cut the uterus, and 
deliver. I tried this, but the tissues were as friable as wet paper; the vulsellum 
applied to the cervix to make traction pulled out and the hemorrhage, which 
started about the incision, was so profuse that it was impossible to see the 
bladder, vagina or uterus or anything that was under the knife. Vaginal sec- 
tion is contraindicated in placenta previa, but in cases of eclampsia and rigid 
os, where immediate delivery is desired for other reasons, it is a justifiable 
operation. 

Dr. S. A. Oren, of Lewistown:—After listening to the paper and discussion, 
the question arises, How much are we ahead of our fathers? Are we ahead of 
them at all? Why would it not have been a good idea in the case that was 
mentioned, as soon as hemorrhage had occurred and placenta previa was diag- 
nosed, to have thoroughly packed the vagina tightly, so that there would be no 
leakage, and let the case alone? The old belief was that hemorrhage would 
dissect, so to speak, the placenta loose, and in about twenty-four hours or less, 
after watching the case, remove the packing, and you would find the os dilated, 
and the placenta would then come away with a dead baby, and the mother would 
be saved. Would not that be a good method to adopt? That is what I rise 
to ask about and call attention to. 

I remember having but one case, and that is the way it was treated. That 
was the way my father taught me to treat these cases, and if I had another case 
to treat I would adopt the same method. I think it is right. It is logical. 
Give Nature a chance. What is the use of all this discussion over Cesarean 
section, whether it shall be abdominal or vaginal? Why not go back and see 
if our fathers did not know something, and treat these cases in the way I 
have mentioned with better results and be a little more conservative with the 
knife? 

Dr. Edward C. G. Franing, of Galesburg:—I have one case to report in con- 
nection with this paper and discussion. I was called to see a woman, primipara, 
34 years of age, with a moderately contracted pelvis, and placenta previe 
centralis. It was a full term pregnancy. There were no labor pains. There was 
a history of hemorrhage, probably a pint or a pint and a half. Of course, the 
question was what to do with the woman at the time. I decided by comparing 
the results in the methods of treatment, also taking into consideration the 
individuality of that particular case. 

The maternal mortality percentage for placenta previa, other than by abdom- 
inal section by the best methods and operators, are 10 to 12 per cent., and by 
abdominal section is less than 5 per cent; that of the child is 55 to 60 per 
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cent., and practically nothing respectively. Abdominal section showed the best 
results, so I performed Cesarean section and saved both mother and baby. 

Abdominal section for placenta previa is not more dangerous than from other 
causes unless the woman is too exsanguinated. I am sure it will take a.more 
prominent part in the handling of these cases in the future than previously. 
I think it is reasonable that it should. The uterus is soft and boggy at the 
placental site and when implanted over the os, the alternate contractions and 
dilatations with or without lacerations act very favorable to bleeding. It 1s 
different from cutting through the placental site in Cesarean section, where there 
is a steady contraction to control bleeding. A woman with placenta previa and 
a viable child with no, or very little, dilatation, deserves serious consideration 
for abdominal section. 

Dr, Effie L. Lobdell, of Chicago:—I was called one morning to see a case 
with another physician. Patient noticing some bloody discharge without pain, 
and being at full term, called a local physician who, evidently diagnosing 
placenta previa, had attempted to pack the vagina. On removing the packing 
I found a peculiar gray substance which I could not account for, but on remov- 
ing more of the gauze, I found it to be brain substance. A large fossa proved 
to be the anterior fontanel, this which the physician had packed was the cranium 
of the child. Evidently the bloody discharge which alarmed the patient was 
from the dilating cervix which was complete, and had retracted on my examina- 
tion. He mistook the fontanel for the undilated cervix and thought he was 
packing into the cervix and vagina. The mother had felt movements of the 
child until this procedure. I cite this case merely to show packing the vagina 
for placenta previa is not always the conservative thing to do. 

Dr. Dagan:—I have had a number of cases, but there is one in particular 
that I wish to report. I was called to see a primipara. When I first saw the 
woman I recognized by examination that she had a placenta previa centralis, 
and was in the first stage of labor. She was having moderate pains. She was 
becoming exsanguinated, and I saw the case was rather urgent. I did what I 
could at the time after making the diagnosis. I packed the vagina tightly and 
sent for help, and made arrangements to deliver the woman. But staying with 
the patient and watching her, I noticed soon she began to show symptoms such 
as we see in postpartum hemorrhage (intrauterine). The patient began to 
complain in that peculiar way we can not well explain. She had moanings of 
pain, and once in a while would have mild uterine contractions, in the 
meantime becoming shorter, and although hemorrhage was external at the time 
and we had control over it, the internal hemorrhage was going on all the time. 
By the time we got ready to deliver the woman the os was already dilated to 
admit one finger; I enlarged this and by Braxton Hicks’ version delivered the 
child. She died from hemorrhage the next day and of shock from hemorrhage. 
It has seemed to me since then that in these cases of primipare, with rigid os, 
where we can not do rapid work, Cesarean section is the proper mode of pro- 
cedure, and it has always appeared to me that we could save some of these 
patients where, by manipulation and waste of time we would lose them. 

Dr. Thompson :—Of two cases of placenta previa I have seen, in both packing 
was resorted to, and the mothers and babies saved in both cases. I had counsel 
in each case; we adopted a deliberate procedure and were successful. Obstetri- 
cians must be deliberate. 

Dr. John E. Walton, of Medora:—After this long discussion I want to call 
attention to the fact that there are some country doctors and a few city doctors 
sufficiently interested in this subject to remain here until after 12:30 M., which 
is a great compliment. This is a very important subject, and if you have fol- 
lowed the discussion carefully you have found that there is a point of differentia- 
tion in each case cited. Every one of these cases has had something in particular 
that attracted the operator’s attention. This shows us the great difficulty in 
mastering placenta previa. There are one or two points I desire to call attention 
to, and one is the extreme difficulty of performing Braxton Hicks’ version with 
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a dead child. If you do not believe it, try it a few times, as there is so much 
difference between a live and dead child. I want to mention one or two things 
in connection with a case of marginal placenta previa I gaw in consultation in 
which there was bleeding for ten days or two weeks. That obstetrician was 
deliberate. When I saw the patient she was on a cot with the bed saturated, 
with a clot of blood as big as a dinner-plate on the floor. She was pulseless. 
She was delivered with great difficulty with forceps, and given a quart of salt 
solution under each breast. That woman is alive to-day. I believe in deliberation, 
Let us temper our deliberation with judgment. Of course, we all know that in 
obstetrics there are times when we must act quickly. Above all things, do your 
patient no harm. 

Dr. E. M. Sala, of Rock Island:—It appears to me, if we are to attempt to 
clamp the uterine arteries by way of the vagina in these cases of placenta previa, 
it would help a great deal, and then take time to deliver the child. I do not 
know that it would be necessary to make an incision, but if we keep close to 
the uterus and apply clamps close to it, it would help matters, and it ought 
to be tried. 

Dr. F. C. Robb, of Farmington:—I have listened with interest to this paper 
and discussion and have noted the great interest manifested in it by those who 
have spoken on the subject, and I think our rising obstetricians are progressive. 
If our fathers had anything so good, we will take it with us. 

There is one case that I would like to report, not that it will throw much 
light on the subject, but more from the standpoint of curiosity, as it was a 
curiosity to me. I was called with my partner (Dr, Plumer) to see a woman, 
mother of three children, this being her fourth confinement, and we found we had 
to deal with a profuse hemorrhage, and the woman was in a rather critical and 
dangerous condition. We gave it as our opinion she would die. The placenta was 
virtually delivered and between the thighs. There were some segments of the 
membrane yet in the vagina. The presentation was a first occipital. At the 
time the hemorrhage was under control. We put on short forceps and delivered, 
and the patient gave promise of making a recovery, but the septic condition 
which was present developed to such an extent that the patient died in a short 
time. No further loss of blood. 

Dr. J. F. Harter, of. Stronghurst: On this subject I have a case to report 
which was very interesting to me and very novel. 

A number of years ago I was called to see a woman in labor. She was sup- 
posed to be at term. On examination I found a marginal placenta previa, but 
the hemorrhage was not excessive; the uterus was easily dilated, but the pla- 
centa was so fragile that it broke loose easily. I delivered it, and then immedi- 
ately following the child was expelled, it being about a six months development, 
partially decomposed, after which I delivered a child at full-term, still-born, 
which weighed about nine pounds. The woman made an uneventful recovery. 

Dr. Hollenbeck (closing the discussion): One of the functions of a paper 
read before a medical society is to bring out discussion, and from that stand- 
point I wish to thank the gentlemen for their free discussion. It has been illu- 
minating to me. 

I am glad Dr. De Lee answered the suggestion made of performing vaginal 
Cesarean section in this connection. He can answer it with more authority than 
I can, 

I wish to add a word or two in explanation of the increased bleeding. As is 
well known from the pathology of this condition, the lower uterine segment is 
extremely vascular, and we can not handle it with impunity. Any violent manipu- 
lation is very likely to cause a tear. As suggested, it tears like wet blotting 
paper. This leads to still further hemorrhage, and one of the indications is to 
stop the hemorrhage and not to increase it. The suggestion as to the use of 
adrenalin I had never thought of in this connection. I have used it for hemostasis 
in other conditions, and I can not say positively I got results, but it seems I 
did sometimes. 
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I am sorry I do not know the names of all the gentlemen who have taken part 
in the discussion; if I did, I would be tempted to answer their suggestions or 
remarks seriatim. 

One of the speakers suggested following the old idea of packing the vagina. 
That was mentioned in the paper. In that class of cases where the primary 
hemorrhage occurs before dilatation is sufficient, it is safe to pack the vagina and 
wait for dilatation to occur, provided hemorrhage does not continue. If it does 
continue, the indications for operation are immediate. Another thing: My idea 
was that this was a procedure for the general practitioner applicable to the vast 
majority of cases, Of course there is no condition that arises that requires opera- 
tive interference in which you can lay down routine treatment, and all of the 
suggestions that have been offered are valuable. 
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CHICAGO. 


In presenting the subject of extrauterine pregnancy and hematocele 
as I propose doing I can not promise you anything new, but rather hope 
to emphasize certain of the interdependent points and by doing this in 
a systematic manner to render the subject in a somewhat clearer light. 

Nélaton in 1851 described retrouterine hematocele. Gallard pointed 
out ectopic gestation as a cause and also considered hematocele as occur- 
ring in some cases of simple ovulation. The behavior and frequency of 
ectopic gestation as the principal cause was only demonstrated by 
Veit in 1884. It is conceded that hemorrhage into the cul-de-sac of 
Douglas in women may have its origin in either (a) an extrauterine 
(usually tubal) pregnancy, or (b) from certain systemic or local condi- 
dions, e. g., typhus, cholera, scorbutus, purpura, hemophilia, arterio- 
sclerosis, pampiniform or other varices, acute phosphorus poisoning and 
fatty degeneration of the ovary; conditions that, with pelvic vaso- 
dilatation, ovulation, or sexual excitement, or physical causes of increased 
hlood pressure, e. g., straining at stool, lifting weights, etc., may lead to 
rupture and hemorrhage into the cul-de-sac of Douglas. The latter form 
so comparatively small a proportion of the cases that the term hematocele 
is to-day generally considered to imply a ruptured ectopic gestation; 
therefore, I am going to take the liberty of considering the subject en- 
tirely from that etiologic standpoint. 

Recurrence of extrauterine pregnancy in the remaining tube is not 
uncommon, and, indeed, in the same tube if it is not removed, as seen 
by Gratschoff, Stahl, Gates and others. If the tube be left intact at the 
operation pregnancy may even recur at the same site. Twins in 
extrauterine pregnancy have been frequently reported. Bilateral tubal 
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pregnancy was seen by Pean in combination with cystoma ovarii. Extra- 
and intrauterine pregnancy occurring together at the same time have 
also been reported many times. The particulars of a very interesting case 
have been kindly furnished me by Theodore Tieken of an extrauterine 
tubal pregnancy ruptured apparently at about two and one-half months, 
and a concomitant unsuspected intrauterine pregnancy of about six 
weeks’ duration, removed during the curettage previous to the laparotomy, 
seen by him in October, 1907. 

If Scanzoni, who died in 1891, just as the laparotomy was losing its 
terrors under the improved technic, saw hematocele but once in twenty 
years, and Oleshausen and others now estimate them to form about 4 or 
5 per cent. of all gynecologic diseases, one should not be surprised at this 
apparent difference when we consider the greater frequency of laparoto- 
mies to-day compared to the pre-antiseptic days during which the clin- 
ical proof of these cases was almost nil. Formerly these cases were seldom 
operated till unrecognizably far advanced in the inflammatory stage or 
perhaps had perforated externally spontaneously. Also the absence of 
microscopic examinations in the cases of fatal hematocele in which a 
macroscopic diagnosis was impossible at the autopsy, not to mention 
those on whom no autopsy was held, and those who recovered under 
medical treatment, naturally made the estimation of frequency of ex- 
trauterine pregnancy as a cause extremely unreliable. 

AGE. 

The age at which extrauterine pregnancy occurs most frequently is 
at the height of the reproductive life. Statistics show that women who 
have borne children and then though married fail to become pregnant 
again for many years, seem especially prone to extrauterine pregnancy. 
The Tubingen clinic series of seventy-one cases shows one-seventh were 
nullipare, one-seventh primipare and five-sevenths multipare, many of 
whom had not been pregnant for years. In one of my cases a multip- 
ara, operated recently in the Presbyterian Hospital, the patient, though 
married and in good health, had not been pregnant for fifteen years. 
The ages at which extrauterine pregnancy is most common range from 
20 to 40 years, as a rule, but there is always a theoretical possibility of 
extrauterine pregnancy occurring at any time from puberty to the cli- 
macteric, or better, from the first ovulation, which may occur before 
menstruation is instituted, to the last ovulation, which may be after it 
has ceased. J. A. Clark reports one case in a very young unmarried girl 
and two cases in widows close to the climacteric. 

THE PREDISPOSING CAUSES OF EXTRAUTERINE PREGNANCY 
Admit of much theorizing. The three types of ascending clinical infec- 
tion of the tubes to bear in mind would seem to be: 

(a) Catarrhal Conditions of the genitalia (Noeggerath’s theory). 

(b) Gonorrhea, acute or subacute (Neisser’s infection), on an intact 
mucosa. Weisswange (Centralblatt) thinks this a very frequent predis- 
posing cause. Three theories in this infection deserve our consideration, 
viz: In the first stage of gonorrhea, while the fimbriated end of the tube 
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is still open, tubal pregnancy is said to be very liable. The ascending 
infection has perhaps not yet, or only slightly, implicated the 
fimbriated pavilion, while the uterine end may be already markedly 
involved. During healing after gonorrhea the tubal mucosa is said to 
invite implantation of the impregnated ovum on its surface before or 
during the restitutio ad integrum of the ciliated epithelium. Also we 
should not forget the proneness to perisalpingitis and distortion, knick- 
ing and displacement of the tubes in gonorrhea due to adhesions in cases 
where the lumen is still patent, though perhaps narrowed. 

(c) Puerperal (pus or gonorrheal or mixed) ascending infections 
following either abortion or term labor. Robb reports a previvus pelvic 
inflammation in only one-seventh of his cases, though one-half of them 
had had abortions, according to the anamneses. All operators are fully 
aware of the frequency of marked macroscopic lesions encountered in 
the ovaries, tubes and peritoneum from previous pelvic inflammations of 
which the patient gave no information in the most carefully written his- 
tory. The results of any ascending infection depend on its severity and 
are: An endosalpingitis, if only the endosalpingium be involved. If the 
process is more severe the musculature or the salpingium is involved, 
(salpingitis) or extension may occur to the peritoneum (perisalpingitis, 
or perimetritis) with the formation of adhesions or bands knicking the 
tubes. This latter extension may be either by contiguity, by passing 
directly through the tube wall or by continuity via. the fimbriated ostium 
to the peritoneal cavity. 

(d) The descending infections, e. g., infections of the female geni- 
talia secondary to a peritonitis, if much less common, still deserve passing 
mention, for one not infrequently encounters right-sided salpingitis con- 
comitant with appendicitis where the. infection apparently was pri- 
marily in the appendix and secondarily in the tube, though the reverse 
is by far the most frequent. In the descending inflammations the in- 
volvement would theoretically be primarily of the perimetrium and later 
the infection might enter the tube, assisted by the so-called Mengés wave. 
Old peritonitic (perimetritic) changes are so frequently found when 
operating ectopic cases that many authors speak of perimetritis as the 
sole cause. 

Pathologic changes, if they predispose to extrauterine pregnancy. 
apparently must be graded to a nicety, i. e., the ovary must be stil! 
capable of ovulation. The passage of spermatozoa upward through the 
tube must be still possible or have passed upward more rapidly than 
the inflammatory process. The once prevalent idea that extrauterine 
pregnancy was common in women who marry late in life (elderly spinsters 
near the climacteric) is erroneous. Old maids usually marry old bachel- 
ors or widowers who have had time to contract some infection of the 
genital organs. Five-sevenths of the cases in the series quoted were 
multipare, apparently throwing by far the greatest responsibility for 
infection, if that be the cause, on the midwife or obstetrician. As infec- 
tions are more common during abortion than term labor, one should not 
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fail to inquire carefully for information of the former, also it is not 
uncommon for multipare to be the victims of intercurrent gonorrheal 
infection, as is evidenced by the number of cases of ophthalmia neona- 
torum in the children of multipare. 


WHAT IS THE ACTUAL REASON FOR THE OCCURRENCE OF ECTOPIC 
GESTATION ? 

(a) Is it due to a narrowing of the lumen of the tube throughout its 
whole length, or locally, so that the migrating impregnated ovum can 
not pass, caused by something like a uterine fibroid or, as in the case 
of interstitial pregnancy so often quoted of Beck and Wyder, due sup- 
posedly to an obstructing polyp at the uterine end? Or does the dipping 
downward of the tubal epithelium from inflammatory hyperplasia form 
a depression in which an impregnated ovum may lodge? 

(b) Is it simply a slowness of migration, consequent on a lessened 
motion of the injured ciliated tubal epithelium, or a lessened peristalsis 
of the tubal musculature due to inflammatory infiltration or induration 
allowing the impregnated ovum to be still within the tube when the 
theoretical nidation or nesting qualities of the ovum have de- 
veloped? This theory that the trophoblastic layer of the ovum at a cer- 
tain specified time after fecundation develops a cell dissolutio quality 
at the point of contact between the embryo and the tubal mucosa and 
dissolves the epithelium of the tube, as it would that of the uterus had it 
reached that organ, seems tenable. The impregnated ovum being still 
within the tube when the nesting qualities are developed, now sinks into 
the subepithelial layer of the tubal mucosa and wanders no further. 


(c) Is it due to the action of the inflammatory process causing 
changes in the tubal mucosa itself which invite nesting? That extra- 
uterine pregnancy is not always due to changed conditions of the tubal 
mucosa would seem to be proven in the cases of so-called external migra- 
tion, in which the longer time alone seems to be sufficient reason why the 
ectopic gestation occurred as well as in those cases of long serpentine 
tubes of the infantile type in which no inflammatory changes can be 
found either endosalpingitic, salpingitic or perisalpingitis. Bland Sut- 
ton even goes so far as to assert that a healthy tube is more liable to 
become gravid than an inflamed one. 


(d) Lastly, the theory mentioned by J. Clarence Webster of certain 
embryonal qualities or deposits in the tubes of an epithelium like that of 
the corpus uteri, would seem to have some place; possibly alone, pos- 
sibly in conjunction with certain slight inflammatory changes. That the 
tubes, being equally derived from Mueller’s cords and later becoming 
tubes, as does the uterus, of which latter they are nothing but prolonga- 
tions of the cornuw, might show uterine qualities under certain condi- 
tions, is not surprising; and yet again this tendency to usurping uterine 
functions is peculiarly incompetent when we remember the little power 
of true decidual reaction possessed by the tubal mucosa, though peculiar 
decidua-like changes are occasionally met with even in the non-pregnant 
tube. Diverticule and accessory tubes, though stated not to be predis- 
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posing to, yet have been the place of lodgment of the impregnated ovum 
without other apparent cause (Henrotin, Herzog and others). 


TYPES OF EXTRAUTERINE PREGNANCY. 

These may be broadly classed as abdominal, ovarian or tubal. The 
purely abdominal pregnancy, that is, a primarily abdominal pregnancy, 
in which the impregnated ovum becomes lodged upon the peritoneum 
alone, probably does not occur, but the primary lodging place of the im- 
pregnated ovum is almost always on Muellerian tissues, i. e., either tube 
or uterus. Those cases that were formerly thought to be purely abdom- 
inal perhaps occurred primarily on the mucosa of a tubal fimbria, and 
consequently belong to the tubal variety. 

Ovarian pregnancy is so comparatively rare that it hardly comes 
within the scope of this paper, though it has occurred to the essayist 
whether it might not be possible that the primary lodging place of some 
of these might not have been in the fimbria tubo-ovarica in close prox- 
imity to the ovary, which would again rehabilitate the Muellerian theory. 

Tubal pregnancy is so much the more frequent that in discussing the 
subject of extrauterine pregnancy and hematocele one usually intends the 
tubal type only to be understood. Strassmann points out that probably 
every normal uterine pregnancy is primarily a tubal pregnancy, i. e., the 
pregnancy begins probably in the ampulla of the tube, and under normal 
conditions the impregnated ovum reaches the uterus before conception or 
nidation takes place. Tubal pregnancy occurs but seldom in the portion 
of the tube lying on the uterine side of the round ligament attachment 
to the cornua uteri., i. e., in that portion of the tube which passes through 
the uterine wall (graviditas interstitialis). Martin saw it once in 70 
cases; Winckel once in 120 cases of tubal pregnancy. 

If we recall the fact that most of the causative inflammations are as- 
cending and implicate this portion of the tube first, we can readily appre- 
ciate in virulent inflammations why interstitial pregnancies do not occur, 
but one can not understand it in the milder inflammations; also one 
would expect the nidations or nesting qualities in the impregnated ovum 
would be more frequently developed in the ovum by the time it reached 
that part of the tube which passes through the uterine wall than while 
it was yet in the portion nearer the fimbriated extremity. 

Tubal pregnancy is most frequently external to the round ligament 
attachment, either in the isthmus (graviditas isthmica) or nearer to the 
fimbriated extremity, in the ampulla (graviditas ampullaris), or imme- 
diately at the fimbriated extremity (graviditas infundibularis), or on the 
fimbria tubo-ovarica (graviditas fimbria tubo-ovarica) (Leopold). The 
graviditas ampullaris, and especially the infundibularis, the latter being 
immediately at the fimbriated end of the tube, may as it grows protrude 
in part into the abdominal cavity and become adherent to adjacent struc- 
tures; still it is a tubal pregnancy, as the nomenclature demands that the 
site ef the primary conception be used. The same also applies when the 
primary conception place is on the fimbria-tubo-ovarica. In sections of 
mine dendritic processes exactly like those of the tube itself are often 
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well developed at the ovarian attachment of this ligament so that this 
form of pregnancy may grow into the ovary and be mistaken for ovarian 
pregnancy. 

Just where to draw the line in nomenclature between the tubal, the 
tubo-abdominal and tubo-ovarian and ovario-abdominal, that is, between 
the purely tubal and ovarian and the mixed forms, is a difficult matter 
and probably better left to the individual writer. Pre-existing adhesions 
between these structures before pregnancy would not technically over- 
come the difficulty. The impregnated ovum sometimes apparently sinks 
so deeply into the musculature that a microscopic section often shows 
as does the one now under the microscope. 

. Mucosa. 
. Muscular layer of tube. 
3. Trophoblastic layer of embryonal cells. 
. Embryo and chorionic villi. 
. Peripheral trophoblastic layer. 
}. Musculature of tube. 
. Peritoneum. 


This apparent patency of the tube I believe to be due rather to 
the dissecting process of the embryo between layers of musculature than 
direct sinking of the embryo deep into the tube wall. The true decidual 
reaction of the tube is very slight, the cells often mistaken for decidual 
cells being trophoblasts of fetal origin. In the section from which this 


was taken the cells simulate very closely those of chorio-epithelioma 
malignum. A slight decidual reaction at the basal pole of the embryo 
was conceded to be present in only about two out of twenty cases, and 
this was derived from the mucosa connective tissue (Langes). Decidual 
cells are always derived from mucosa connective tissue and never from 
intermuscular connective tissue cells undergoing metaplasia, neither in 
the tube nor in the uterus (Winckel). 


THE SYMPTOMS AND DIAGNOSIS OF EXTRAUTERINE PREGNANCY. 

These should be considered carefully entirely apart from those of 
hematocele, which I will discuss later. In pregnancy it is the woman 
who is pregnant, as is evidenced by the physiologic change that occurs in 
every organ, extragenital as well as genital, supra- as well as infra- 
diaphragmatic or pelvic; also in the blood itself. These changes are the 
same whether the pregnancy be intra- or extrauterine. The uterus is 
only the normal conception, abiding, nourishing and developing place 
of the embryo for the first fortv weeks after fecundation, and clinical 
experience teaches that the Fallopian tube tries to usurp this function. 
Even im extrauterine pregnancy the uterus produces a false decidua and 
undergoes muscular changes, as in normal intrauterine pregnancy, though 
empty so far as the product of conception is concerned. 

(a) The symptoms and signs (presumptive and probable) of extra- 
uterine pregnancy then are the same as normal intrauterine pregnancy, 
so that I shall not recapitulate them here. This being the case, it should 
be the rule of the obstetric practitioner in his care of every early preg- 
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nancy, first, to diagnose whether it is an intrauterine or an extrauterine 
pregnancy, just as much as it is to ascertain whether a retroversion or a 
pelvic contraction be present in an intrauterine pregnancy. There are, 
however, certain subjective and objective symptoms of more or less value. 
Winckel points out that in extrauterine pregnancy the nervous manifes- 
tations are liable to be exaggerated. (b) Vomiting is sometimes more 
troublesome, may even be uncontrollable. (c) Peritonitic colie pains 
occur, due to an old circumscribed peritonitis and dragging of adhesions. 
(d) Diarrhea, occasionally of a. dysenteric type, or with (e) rectal and 
vesical tenesmus may occur if adhesions implicate the rectum or bladder. 
This was seen by Freund, but the typical ischuria of the incarcerated 
retroflexed gravid uterus never occurs, according to Winckel. 

Other points of doubtful differentiations value, such as that the 
rapid-growing ectopic fetus plus the increase in size of the empty uterus, 
soon fill the true pelvis and cause the rising of the uterus above the 
symphysis to be somewhat earlier than in intrauterine pregnancy. 


VAGINAL EXAMINATION. 

This should always be performed with the patient in the dorsal but- 
tocks position on a proper table, if possible, with the head well flexed on 
the sternum, or across, but never in the long axis of the bed, so necessary 
is it to be able to lower the elbow to the utmost to examine the pelvic 
organs intelligently. (a) Lividity of the vagina (Jacquemine-Chadwick 
sign) increasing toward the portio vaginalis may be more marked. (b) The 
arteries are said to pulsate more distinctly to palpation in the vault of 
the vagina, an observation purely due to the fact that the vaults are 
usually more carefully palpated than in normal intrauterine pregnancy. 
(c) Anterolateral displacement of the enlarged and softened uterus in 
pregnancy is very suspicious. Extra care should be taken to palpate for 
any possible laterally situated enlargement as a cause of this displace- 
ment. A soft, growing ectopic sac by the side of the uterus may be 
very difficult to palpate in the early weeks of an unruptured extrauterine 
pregnancy, while the harder tubal mole, though not nearly as large, may 
be very easily felt. 

Winckel’s statement that “A spindle or oval tumor situated laterally 
by the side of the uterus is presumptive of tubal pregnancy,” “A myoma- 
like enlargement at the insertion of the tube is suspicious of interstitial 
pregnancy,” and that “Ovarian pregnancy is situated higher than either 
of the preceding,” is too fine a differentiation. To diagnose extrauterine 
pregnancy in the early weeks is often very difficult, to say nothing of its 
exact site. (d) A volsella on the cervix may aid in outlining the ectopic 
sac by the side of the artificially prolapsed uterus. (e) The sound find- 
ing the uterus empty and the walls thick, is a questionable statement. 
Folds of the mucosa may hinder the introduction of the sound and render 
measurement inaccurate and lead to error of opinion (Winckel). As 
the whole uterine cavity in intrauterine pregnancy is not completely 
filled till the fourth month, one may easily be deceived by the sound as: to 
its length in early pregnancy. The uterus may appear empty for its 
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entire length to the sound at the end of the second month in a laterally 
situated intrauterine pregnancy. The sound may cause uterine contrac- 
tions if the false decidua is still in utero (Wimekel), and render liable 
rupture of the extrauterine pregnancy (Freund and Bandl). (f) The 
curette will, if the false decidua be not yet expelled, give the fact of the 
presence of decidual cells in the uterus. Decidual cells are a sign of 
pregnancy, and the absence of chorionic villi point to it being extra- 
uterine. A woman suspected of extrauterine pregnancy should always 
be placed in the hospital pending a decision of diagnosis. Such means 
as the introduction of the sound, and especially the curette, should not 
be done unless every preparation has been previously made for immediate 
laparotomy should symptoms occur making it imperative, and only then 
in cases where the indications are to make a diagnosis at all hazards. 


FALSE ABORTION. 


The false abortion, or emptying of the empty uterus, is character- 
ized by: 

1. Abortion-like pains. 

2. The expulsion of the false decidua due to uterine contractions, ac- 
companied by hemorrhage from the uterus, occurs within the first four 
months of extrauterine pregnancy whether the fetus survives or not 
(Winckel). Its constancy in all cases is not proven (Opitz, Schmidt), 
at least in the cases of very early rupture. The false, or uterine decidua 
of an extrauterine pregnancy when found is often thicker than the 
decidua of an intrauterine pregnancy and microscopically is composed 
of a stratum compactum and a stratum granulosum as in intrauterine 
pregnancy. It forms a cast of the intrauterine surface, shaggy on its 
uterine surface and smooth on its free surface. It may be expelled in 
pieces or whole. The entire decidua is sometimes intact, so that when 
spread out the openings at the tubal angles and internal os are easily 
recognized. Dysmenorrhea membranacea, or exfoliativa, in which a de- 
cidua-like structure is cast out at the period, with pains often of an 
abortion-like character, also must be borne in mind, and doubtless in 
some of these cases it is perhaps in reality the decidua of a very early 
true abortion or indeed the false decidua of an extrauterine pregnancy in 
which the shock is but slight. 

3. The metrorrhagia, plus the abortion-like pains of the false abor- 
tion, in a woman with one or two months’ amenorrhea, is probably very 
often mistaken for a true abortion, the false decidua being mistaken by 
the laity or midwife for the product of conception. The increased fre- 
quency of the pulse, anemia and shock due to the rupture of the ectopic 
sac, and concealed hemorrhage, if not marked, may easily be attributed 
to the pains and visible uterine hemorrhage, which may be profuse, and 
the ruptured ectopic gestation remain unsuspected. The causes of the 
profuse metrorrhagia in false abortion have been variously stated as due 
to the congestion of the uterus, the anterior position of the uterus, and 
blood from the tube lumen flowing through the tubal ostium into the 
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uterus and thence from the uterus, giving the impression that it is uterine 
in origin. 

4. A continued metrorrhagia, often of a dark appearance, lasting for 
weeks after an apparently true abortion, should make us suspicious of 
extrauterine pregnancy. It is no uncommon thing for such cases to have 
been repeatedly curetted to remove supposedly retained secundines, as a 
cause of the continued bleeding. 


In a case recently operated by the writer in his service at the Cook 
County Hospital, the woman positively denied pregnancy and abortion, 
though her periods had been irregular since the birth of her (one) child 
five years ago. A menorrhagia had gradually merged into a metrorrhagia 
lasting till the operation, a period of five weeks. A careful bimanual 
examination revealed a rather soft, painless lateral enlargement on the 
right side; pulsation of the vessels was not particularly marked; the 
uterus was retroflexed. The only symptom complained of, besides hemor- 
rhage, was a peculiar faintness on attempting to rise from her bed. The 
diagnosis of hematocele peri-tubaire was confirmed at the operation. The 
microscope revealed the chorionic villi in the tube wall. 


In every case of abortion the differentiation should be carefully made 
as to whether it is a true abortion from an intrauterine pregnancy, or 
whether a false abortion of an extrauterine pregnancy. Diligent search 
in the clots by the physician for the product of conception should 
never be omitted. Finding the product of conception is naturally 
diagnostic of intrauterine, while large thick pieces of decidua (if one is 
fortunate enough to find them) are very suggestive of extrauterine, es- 
pecially in the absence of the embryo itself. Lastly, finding the product 
of conception that has been expelled from the uterus, while proof of a 
true abortion, by no means excludes the co-existence of an extrauterine 
pregnancy, and possible rupture and death from intraperitoneal hemor- 
rhage or peritonitis, or the discovery later of a perimetritic circumscribed 
collection of pus, the true origin of which is obscure. 

In Tieken’s case he was called to a patient the history of which was 
clearly that of a ruptured extrauterine pregnancy, the intrauterine preg- 
nancy being entirely unsuspected and only diagnosed during curettage 
of the supposedly empty uterus to remove the false decidua. One can 
very readily understand that had the intrauterine product of conception 
been expelled first, with profuse hemorrhage, the rupture of the extra- 
uterine pregnancy might very easily have been overlooked and not diag- 
nosd till much later, if at all, by all the symptoms being attributed 
to the true abortion. 


In contradistinction to this last case is one kindly furnished me by 
Dr. Rudolph Holmes of a young woman recently admitted in a dying 
condition to the Passavant Hospital, Chicago, with a history of an at- 
tempted criminal abortion by the criminal introduction by a midwife of 
a sound into the uterus. The autopsy revealed a ruptured extrauterine 
tubal pregnancy. The uterus, though enlarged, was empty. 





EXTRAUTERINE PREGNANCY—KEYES 


RETROUTERINE HEMATOCELE (NELATON). 


This needs no comment on its nomenclature when we remember the 
natural curling backward of the tubes toward the ovaries lying on the 
posterior surface of the broad ligament so that hemorrhage from the 
tubes is usually directly into the cul-de-sac of Douglas. 

The importance of uniting the subjects as I have done can nowhere 
be better shown than by the Tubingen statistics, in which sixty-eight 














eee 


Hematocele Retrouterina (first degree), walled in above by preformed adhesions 
limiting the hemorrhage and ante-positing the uterus. 


out of seventy-one cases ruptured between the first and third months. 
Two only went to the sixth month, and one to the tenth month of tubal 
pregnancy. The early rupture of the extrauterine pregnancy being the 
rule, makes the need of the careful study of hematocele, for it is as hema- 
tocele that we usually encounter it clinically. 

The causes of early rupture of tubal pregnancy lie: 

(a) In the anatomical formation of the tubal mucosa, not being so 
well adapted to decidual reaction as the endometrium. There being less 
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connective tissue depth in the mucosa, the chorionic villi soon come in 
contact with and penetrate the tubal musculature, which becomes pres- 
sure atrophied and thinner, in some cases even to the serosa. This 
penetration and thinning of the musculature of the tube is said to be 
especially early if the ovum lodges at the base of the dendritic process, 
i. e., intercolumnar in contradistinction to the columnar, in which the 
ovum finds lodgment on the summit of a dendritic process. Neither 
does the hypertrophy of the tubal musculature keep pace with the growth 
of the enlarging ovum, as does the uterus. Werth’s statement that the 
product of conception not only imbeds itself in the tube, but digs its 
grave also in the tubal wall, is not without truth; indeed, it often digs 
a hole through it. Other predisposing factors might also be mentioned, 
such as the coagulations, or fibrinoid degeneration of the tubal muscu- 
lature, passive distension and contractions of the tubal musculature 
(Winckel). In one case of the writer’s the microscope shows a condition 
of tropho-blastic proliferation which gives the tube wall the appearance 
of being eaten through by trophoblasts. Lastly the increased blood 
pressure in the intervillous spaces and large maternal vessels, the walls 
of which have often suffered pressure atrophy and even penetration like 
the tubal wall, also raises the pressure within the weakened tube and 
invites rupture. Some authorities mention increased intra-abdominal 
pressure also, but in this the real factor is the increase in blood pressure. 

Rupture of the tube is divided into (a) internal rupture, and (b) 
external rupture. The internal rupture of the capsule, or tubal abortus, 
admits of three subdivisions : 

1. Internal capsule rupture without hematocele, 33 per cent. (Doeder- 
lein). It is quite conceivable that the tubal wall may be more resistant 
than the internal capsule which ruptures, and intramural hemorrhage 
occurs, also perhaps into the tube lumen, coagulates and forms hema- 
tomata, i. e., tubal mole without hematocele. This probably accounts for 
many of the hematosalpinges that were formerly considered of inflam- 
matory origin. In inflammations the hematosalpinx is usually closed at 
the fimbriated extremity by adhesions, but in ectopic gestation it is often 
open, but may have become closed after tubal conception took place, a 
macroscopic distinction of doubtful reliability. It is always best to make 
the microscopic examination to prove the diagnosis. 

2. As the pressure of the hemorrhage within the tube is usually too 
great to remain entirely within the tube, the lumen of which may still be 
patent in early pregnancy, it may possibly flow toward the uterus and 
add to the metrorrhagia; more frequently it flows in the direction of the 
least resistance, toward and out of the fimbriated extremity, and may 
collect there as a large fist-sized clot (hematocele peri-tubaire). 

3. More frequently the hemorrhage is so profuse that it flows dowr 
and into and fills the Douglas sac (retrouterine hematocele). This oc- 
curred in about 63 per cent. of Doederlein’s cases. The product of con- 
ception may also be expelled in part or wholly; incomplete or complete 
(tubal abortion with hematocele). 
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4. In rare cases where Douglas’ sac has been previously obliterated 
by adhesions the blood may collect anterior to the uterus, in the vesico- 
uterine cul-de-sac, giving rise to the term (hematocele ante-uterina). 

The external rupture of the capsule: 

1. Intra-ahdominal external rupture, i. e., rupture entirely through 
all the coats of the tubal wall and subserous hematoma occur, or through 
the peritoneum, also with hemorrhage into Douglas’ cul-de-sac. This is 
especially fatal, because of the often very copious hemorrhage even from a 


Hematocele (third degree) ; there were no preformed limiting adhesions. Adhesions 
only formed after the first hemorrhage had ceased. 


very small rupture opening. Fortunately, external rupture occurs in only 
about 3.7 per cent. of cases (Doederlein). The product of conception 
as in the foregoing may be expelled from the fimbriated extremity or 
through the rupture opening. 

2. Rupture intraligamentous. When we think of the two layers com- 
posing the ala-vespertilionis of the broad ligament we can readily under- 
stand that rupture of a tubal pregnancy might occur through the inferior 
surface of the tube and hemorrhage occur. The resisting power of the 
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enlarging pregnant tube is probably less on its inferior surface ; especially 
if the ovum lodges here. This, coupled with the increased looseness of the 
parametritic tissues in pregnancy, allows of a very easy separation of the 
leaves of the broad ligament whether the tubal enlargement be spindle, 
oval, spherical, and especially if sacculation occurs downward. Loschge 
as early as 1818 reported pregnancy between the leaves of the broad lig- 
ament, and Lawson Tait, probably meeting a number of such cases, made 
the much-derided statement that all extrauterine pregnancies of the 
fourth month were intraligamentous. If rare, intraligamentous rupture 
may also occur in very early cases, as pointed out by Kuhn in his de- 
scription of intraligamentous hematoma. An interesting case of this 
is of local interest to mention here, was recently published by Allabin 
of Rockford, microscopic proof of its ectopic gestation origin by Maxi- 
milian Herzog. 

We must always bear in mind that the corroding action on the tube 
wall and the mother’s vessels by the chorionic villi may still continue 
after the first hemorrhage, so that repeated vessel rupture and hemor- 
rhage can occur, causing what is entirely intratubal hematoma to-day to 
be peritubal to-morrow, or possibly what was only internal rupture to-day 
to be also external rupture to-morrow. Lastly the combination of retro- 
uterine hematocele and intraligamentous hematoma must also be 
thought of. 

Retrouterine hematocele differ according to area: (1) Where there 
is a previous walling off or roofing by old perimetric, omental and intes- 
tinal adhesions forming a roof over Douglas’ cul-de-sac; the hemorrhage 
in this case occurs into a pre-formed circumscribed space pressing the 
uterus forward and forms a tense but limited hematocele (Schroeder). 
(2) Where Douglas’ sac is not previously*roofed in above by adhesions 
(Winckel). 

Despite so celebrated an authority as Schroeder for the pre-existence 
of adhesions being the rule, one is inclined to ask whether strong adhe- 
sions would not hinder the upward displacement of the small intestines 
and hinder the forward displacement of the uterus by the hemorrhage 
into the cul-de-sac of Douglas. 

Winckel thinks that pre-formed adhesions are not the rule, and cer- 
tainly retrouterine hemorrhage from a small vessel, whether the rupture 
be internal or external, especially if the rupture also is small in area, 
might be easily understood to be slow and invite early adhesions-circum- 
scription due to the irritant character of the mixed hematocele blood, 
plus the lowered blood pressure. The new elastic adhesions would easily 
allow of marked ante-position of the uterus taking place if an accession 
of the hemorrhage should now occur, due either to an elevation of blood 
pressure after recovery from the primary shock or enlargement of the 
rupture. 

Again, if the primary hemorrhage be from one or more large vessels, 
such a hemorrhage may easily be enough to fill the whole pelvis, true and 
false, and even the greater part of the abdominal cavity and even death 
occur before any adhesions form. The great omentum has in the author’s 
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opinion been the salvation of the patient in many of the cases which 
have come under his observation, its rapid increase in weight (infiltra- 
tion) and proneness to adhesions making a complete roof with the in- 
testines below it bridging between parietal peritoneum posteriorly, later- 
erally and anteriorly. 

By the foregoing reasoning from observation, the author of this paper 
wishes to point out the danger of placing faith in the presumption that 
pre-formed subdivisions are a reliable safeguard. By this I mean the 
three accepted places of limitation of the hemorrhage, viz. : 

(a) Where the hemorrhage does not rise above the fundus uteri (ex- 
cept when the uterus is prolapsed), there being a bridge of adhesions 
between posterior parietal (Douglas sac) peritoneum and the fundus 
uteri (first degree), or 

(b) Between the posterior parietal (Douglas sac) peritoneum and the 
bladder (second degree), or 











Tubal Mole with Hematoma Peritubaire as viewed from above after abdomen is open. 


(c) Between some point in the posterior parietal peritoneum and the 
anterior abdominal wall parietal peritoneum (third degree). 

These arbitrary subdivisions in the past have given a false feeling of 
security to the practitioner; have justified him in stimulating patients 
when in a condition of exsanguination and shock and invited delay of 
the proper operative measures, and has permitted such bare questions 
as how much intraperitoneal hemorrhage is sufficient to cause death. 
The truth is, in hematocele we have blood mixed with other material, 
viz., cells of the chorion, trophoblasts, and tubal epithelium, tissue and 
detritus, which mixture early interferes with resorption and causes 
peritoneal irritation. Every operator frequently experiences two thoughts 
on opening the abdomen. One is that he expected to see more blood to 
account for the symptoms; the other, the changed appearance of the peri- 
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toneum, presumably due to the blood stain, but in reality what is present 
in every case of hematocele of more than a few hours duration, viz., peri- 
tonitis. 

SYMPTOMS AND DIAGNOSIS OF HEMATOCELE. 


The anamnesis is very important. 

(a) Pregnancy may or may not have been known or suspected. 

(b) Amenorrhea was present in 50 per cent. of Robb’s cases and was 
the rule in Hain and Lederer’s. Amenorrhea for one or two periods can 
occur in a woman previously irregular without exciting suspicion of preg- 
nancy, especially in a married woman who has not become pregnant for 
many years and who had long been considered sterile. Menstruation may 
have occurred regularly, e. g., pregnancy may have occurred during or 
immediately after a period and the woman, by the time the next period is 
due, be a month pregnant and a few days over excite no suspicion. 
Women frequently menstruate for the first two, and occasionally for the 
first three months even in intrauterine pregnancy. In Robb’s cases over 
35 per cent. had no menstrual disturbance. The peculiarly sudden 
onset of the subjective symptoms is characteristic of hematocele. 

(c) Sudden spontaneous pain and tenderness in either inguinal or 
hypogastric regions, or diffusely or even epigastric (often attributed to 
trauma, jumping from a height, or lifting a weight). In some cases the 
pain is comparatively slight and of a bearing-down character.” If ex- 
ternal rupture, then pain continuously increasing in severity; if internal 
rupture (abortion), then recurrent pain is a doubtful differentiating 
point made by some authors. 

(d) The sudden anemia, often deathly pallor, especially noticeable in 
the mucous membranes. The very frequent pulse, 150 to 180, small and 
weak, due in part to the anemia (internal hemorrhage), and in part 
perhaps to the shock and peritonitic irritation. 

(e) Unconsciousness, or even death, may occur, or the patient may 
rally after the first shock, or have one or more repetitions of the hemor- 
rhage of varying severity, even after the hemorrhage has apparently 
ceased for weeks. 

(f) Nausea and vomiting occur in one-fourth of the cases (Robb). 

(g) Meteorismus and rigidity of the anterior abdominal wall, due to 
peritoneal irritation (tubal abortion blood being apparently very irritat- 
ing to the peritoneal surface). This rigidity is liable to be very marked 
just after the hemorrhage has occurred, especially if much pain; later, 
when the hemorrhage is older, if uninfected, there is less rigidity, but if 
it becomes infected, then the rigidity is the board-hard rigidity of per- 
tonitis. 

It has been said that if the hemorrhage occurred into a space long 
since circumscribed by adhesions, that the above signs can entirely fail. 
One would expect that even here the appearance of anemia would be 
commensurate with the hemorrhage. Certainly, if we think of the path- 
ology, we can readily understand that in a tubal mole or peri-tubal hem- 
atocele the symptoms of shock and exsanguination might be slight com- 
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pared to a circumscribed retrouterine hematocele, or a free intraperi- 
toneal hemorrhage. The internal capsule rupture, or tubal abortion, is 
less liable to be lethal than the external or true rupture. 

The nearer the uterus the extrauterine pregnancy, the nearer the 
uterus the vessel rupture occurs, and the greater and the more dangerous 
is the hemorrhage, because of the larger size of the blood vessels. This 
might be again supplemented by, the nearer the uterus the less liable the 
tubal abortion, and the more likely is the true tubal external rupture to 
occur. 

(h) False abortion and hemorrhage and discharge of the false de- 
cidua from the uterus may or may not have occurred or be in progress. 

(i) Vesical tenesmus, or retention, is mentioned by some. 

(j) Constipation due to peritoneal irritation or to pressure on the 
rectum, which is often catarrhal in old cases, due to the inflammatory ex- 
tension from the peritoneum to the proctium with tenesmus. 

(k) The temperature in hematocele may be subnormal at first; later, 
if the hematocele becomes walled off, slight fever; if infection of the 
hematocele, marked fever. 

The physical examination should be made both cautiously and gently 
if hematocele is suspected, for fear of causing recurrent hemorrhage 
which may be fatal. Always empty the bladder by catheter, and rectum 
also if possible, by enema. 

(a) Inspection may (if circumscribed and risen out of the true 
pelvis) be able to detect the hematoma site by the bulging anterior 
abdominal wall. 

(b) Palpation over the hematoma recognizes the increased resistance, 
said to be most often on the left side; in rare cases it extends to the navel. 

(c) Percussion gives dulness over site of the hematocele if it extends 
above the pubis, usually somewhat unilateral, but may include the in- 
guinal and hypogastric regions, more sharply outlined than ascites. Ab- 
dominal percussion is especially important in large free hemorrhage or 
anteuterine hematocele. 

(d) Bimanual examination. The tubal mole gives a more or less hard 
tumor attached to the uterus by a pedicle. If adhesions have walled off 
Douglas’ sac, and hemorrhage has occurred from the end of the tube or 
rupture in continuity, we find not far from the introitus vaginalis a tense 
tumor, often filling the pelvis posteriorly, pressing the uterus forward on 
the pubis, immediately behind which bone we find the cervix unless held 
posteriorly by adhesions. It may give the sensation of a distended cyst 
with thick walls, or the snowball crepitus, due to the clots. If no ad- 
hesions were previously present, then the blood being free in the ab- 
dominal cavity may easily escape notice bimanually. Later, when 
adhesions have formed, renewed hemorrhage gives the picture of hem- 
atocele more clearly. 

(e) Per rectum the size and spherical shape and situation of the cir- 
cumscribed hematocele are especially marked. It lies distinctly retro- 
uterine, often perhaps more to one side than the other, and is apparently 
situated immediately on the upper part of the posterior cervix wall. Pain 
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and tenderness may be marked in rectal examinations in fresh cases. In 
some cases the uterus is said to be drawn up nearly out of reach. The 
consistency of the hematocele is variable, viz., soft if free, or tense if 
circumscribed, or hard if old, both by vagina and rectum. 

(f) Deviations from the characteristic picture can occur if the lower 
part of Douglas’ space is obliterated, since in these cases the blood tumor 
is higher up and is not easily reached by the finger in the pos- 
terior vaginal fornix. If the whole cul-de-sac is closed, then the hemor- 
rhage occurs into the vesico-uterine cul-de-sac (hematocele ante-uterina). 
In these cases the bimanual may give but little result unless the elbow 
of the internal hand be lowered to the utmost, while the abdominal exam- 
ination may give earlier information than in the retro-uterine. Doran 
reports tubal pregnancy lying anterior to the uterus and adherent to the 
bladder. Lastly, it should be borne in mind that many hematocele cases 
make but little complaint after the first shock has passed, and resume 
work, only calling in medical advice if repeated hemorrhages, or, indeed, 
never calling it at all if the symptoms are slight, they being accidental 
finds at a later laparotomy or autopsy even years after. 


DIFFERENTIAL DIAGNOSIS. 


1. Acute perimetritis and exudate with adhesions circumscribing it. 
The anamnesis of the suddenness of the onset of the symptoms, with 
shock and marked anemia and probably subnormal temperature, points 
to hematocele. In acute serous perimetritis we get no snowball crepitus 
as in hematocele. The abdominal wall is more tense, the vomiting more 
persistent, the fever and pain are more severe in perimetritis (pelvic peri- 
tonitis). In the chronic serous exudates the differentiation may be dif- 
ficult. There is every reason to suspect that many so-called pelvic peri- 
tonitis cases, with intraperitonial circumscription of pus, would be found 
to be hematocele that have suppurated, if a systematic microscopic exam- 
ination were made in every case. 

2. From retro-flexio uteri gravida differentiation is sometimes dif- 
ficult. The vaginal examination often gives similar results, i. e., we 
mistake the retroflexed body of the gravid uterus in Douglas’ sac for the 
hematocele. The distended bladder does not occur in hematocele 
(Winckel). The uterus is pressed forward against the pubis in hem- 
atocele. The catheterization should never be neglected in any gynecologic 
examination whether there is doubt in diagnosis or not. 

Pyosalpinx may be very difficult to differentiate from tubal preg- 
nancy. The anamnesis may be misleading. Pyosalpinx are usually more 
painful and of harder consistency due to the infiltration of the tube wall. 
Partially resorbed hematocele and tubal mole may also be hard to. the 
touch. The temperature in chronic pyosalpinx and old hematocele may be 
both from 99 to 100 degrees. The examination of Saenger’s maculz gonor- 
hoica may be useful as a guide. Ovarian cystomata, or fibroids that have 
fallen into the cul-de-sac, may simulate hematocele. The recent hem- 
atocele in a circumscribed space is often cystic to touch, while the old 
hematocele is often fibroid hard. The other symptoms, sudden anemia 
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and frequent pulse, are absent usually, but may naturally be present if 
an intra-cystoma hemorrhage has occurred. 


PROGNOSIS. 


1. The rupture and hematocele have been mentioned. 

2. Resorption. (a) Resorption of the tubal mole of an early tubal 
pregnancy may occur entirely, the patency of the tube even being main- 
tained. In other cases the tube remains hard and thickened. A very 
small hematocele may be resorbed entirely without any trace remaining. 
A large hematocele (if no recurrence of hemorrhage) may gradually 
undergo partial resorption, becoming harder and irregular, even simu- 
lating a fibroid. The ante-posited cervix may gradually resume its proper 
place in the pelvis. Usually there remains a hard mass of adherent 
bands posteriorly, limiting the mobility of the displaced uterus, which is 
almost never entirely restored. While sterility is common, yet in the 
lighter cases of very early rupture women apparently recover so com- 
pletely that intrauterine pregnancy may again occur and go to term with 
normal spontaneous birth of the child, the impregnated ovum possibly 
passing through the still patent lumen of the tube of the same side or 
through the tube of the opposite side. 

3. Calcification and formation of the so-called true lithopedion, or 
Kuckenmeister’s lithokelyphos or eggshell, while still possible, are rarities 
in this age of frequent laparotomies. 

4. Perforation. In the cases of more advanced development we find 
maceration and disintegration. The more coherent skeleton later per- 
forating into, and evacuation via the hollow organs, viz.: (a) Intestines; 
(b) rectum (Dr. Dudley P. Allen, of Cleveland, Ohio, has kindly given 
me the privilege of reporting a case where the fetus of 24 cm. in length 
was expelled per rectum); (c) bladder; (d) vagina; (e) rupture 
through the anterior abdominal wall are also rarities for the same reason 
as mentioned in calcification. 

3. Suppuration of the capsule and contents, or closure of the rup- 
ture opening, and rupture through, and death from peritonitis, septi- 
cemia or pyemia. Abscess cavities can remain in which pus can collect 
and be discharged from time to time in considerable quantities through 
the hollow viscera and later death from suppuration. Probably many 
of the so-called circumscribed intrapelvic abscesses are due to the suppu- 
ration of old hematoceles. 

Infection of old hematocele can easily occur by continuity from an 
ascending endometritis and endosalpingitis, the tubes often being still 
patent. Also especially through the very common adhesion points with 
the intestines, through which gas-forming bacteria also gain access, and 
decomposition. 


TREATMENT OF EXTRAUTERINE PREGNANCY AND HEMATOCELE. 


The indications vary according to the conditions. Electricity and 
drug injections to kill the fetus are to be proscribed in these days of im- 
proved technic in intraperitoneal operating. Vaginal celiotomy is blind 
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work compared to that through the anterior abdominal wall which allows 
of a more intelligent supervision of the field of operation and a better 
opportunity to cope with emergencies. 

In the first stage an unruptured growing tubal pregnancy should be 
operated on as early as diagnosed. All roughness, either in vaginal or 
abdominal examination or preparation for operation should be carefully 
avoided because of danger of rupture. Morphin, hypodermically, quiets 
the patient and probably lessens the liability of rupture during necessary 
manipulations. ‘There still is only one indication, viz., early and com- 
plete removal of both fetus and capsule. If signs of death of the fetus, 
such as depression of the patient; chills, sweats and perhaps slight fever; 
decrease in size of breasts; oozing of milk; lessening in size of the ab- 
domen (the abdomen, in advanced cases, is said sometimes to decrease 
so markedly that the woman may be accused of abortion) ; the indication 
for removal is in no wise lessened, even if some of the danger be consid- 
ered removed by the cessation of fetal growth. As the chorionic villi may 
not cease to grow, hemorrhage would appear to be still liable for at least 
a time after the death of the fetus. 


In a woman who has bled profusely and by so doing has reduced the 
power of the lysines to combat trophoblastic proliferation and the forma- 
tion of chorio-epithelioma malignum, the removal of the tube entirely 
would seem to be indicated. The question whether in a case where the 
product of conception can be easily shelled off the fimbriated extremity 
of the tube, we should always remove the tube itself, seems to be answered 


somewhat in Gratschoff’s case, in which the woman has several normal 
term labors in between. 

In the second stage during hemorrhage, to operate as early as possible, 
whether the symptoms be grave or not, minutes are precious, would often 
appear to be the only chance of saving life. Morphin injections here also 
tend to lessen the hemorrhage pending preparation. The dictum “if it 
is tubal abortion can treat expectantly, if rupture then operate at once,” 
is too fine a distinction and not to be relied on with safety. Whether the 
hemorrhage is the cause of death, and as to choice of time to operate, are 
interesting questions. While statistics show that many of these cases do 
not die from the primary or, indeed, from repeated hemorrhages, we 
know that they do die, and probably in large numbers, with diagnoses 
such as heart disease, shock, etc., in cases of sudden death in which no 
postmortem is performed. If by waiting we have the patient rally from 
the shock, the chances would seem better, but expectancy here is so occult, 
it seems as if no rule could be made, the guide being based on personal 
experience and judgment. 

The statistics of Martin expectant treatment 37 per cent. recover, 
operated 77 per cent. recover, and Schauta in the early days of operation 
—1891—unoperated 87 per cent. deaths. This speaks conclusively for 
operations. One can not quite understand when some authors speak of 
stimulation to improve the condition for operation. To stimulate a 
bleeding patient, to say the least, is open to criticism because of the great 
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liability to increase the hemorrhage, a thing one wishes to avoid. Per- 
sonally, I should feel safer to administer morphin. 


In the so-called third stage hemorrhage ceased and no danger of re- 
newed attack, we have another fine distinction. Certainly, the longer 
since the last recurrence the less liability to another hemorrhage. The 
pain ceasing and the pelvic examination giving evidence of a reduction in 
size of the hematocele, are things liable to lead us to procrastinate, but 
one should, in view of the prognosis of old entrauterine pregnancy and 
hematocele, not permit himself to procrastinate, for the recovery may 
take months. 





ECTOPIC GESTATION ; CASE REPORT, WITH CONCLUSIONS. 


Artuor B. Eustace, M.D. 
Resident Physician Cook County Hospital. 
CHICAGO. 


My idea in presenting this case is due to the fact that it shows many 
interesting features: first, on account of existing pathological conditions ; 
second, from a standpoint of differential diagnosis both before and at the 
time of operation; and, third, as to the surgical procedure used in its 
treatment. Those of you who have come in contact with cases of ectopic 
gestation are aware of the difficulties which arise in making a positive 
diagnosis and of the surprising pathological conditions which are present 
at operation. 


The patient, M. P., was 32 years of age, married, and a housewife. She had 
never borne any children. As far as could be ascertained, she never had any 
venereal disease. The patient entered the hospital on Aug. 10, 1907, and gave the 
following history: Supposing herself to be one month pregnant, she desired to 
have an abortion performed and was referred to a midwife, whom she consulted 
on July 28. The treatment given her by the midwife supposedly consisted in 
the insertion of a “silver instrument” which dilated “the neck of the womb,” and 
the dispensing of a “pill” for her to take. 


On the following day, July 29, she began to flow and have colicky pains in 
her abdomen, whereupon she called a physician who, after having made a careful 
examination, determined what was the trouble, gave her absolutely no treatment, 
and advised her to go to a hospital. She refused this advice, remained at home, 
and “took vaginal douches” every other day, and, on the following Sunday, 
Aug. 4, 1907, she had what she thought to be an abortion, claiming that she 
passed many blood clots which contained a small fetus. 


On the six days following, before she entered the hospital, she had no pro- 
fessional treatment, but douched herself at irregular intervals, and finally, when 
marked subjective symptoms, viz., headache, severe pain in the abdomen and 
lumbar region, and temperature presented themselves, she came to the hospital 
for treatment. She entered the hospital August 10, ten days after the instru- 
mental interference by the midwife. At this time she had no temperature, her 
pulse was 108, and she complained of tenderness in the lower part of the abdomen 
and showed a moderate amount of bright bloody discharge from the vagina. A 
vaginal examination made at this time showed the following: 


(1) Slight reddish sero-sanguineous discharge. (2) Cervix flexed and pointed 
to the left; was slightly softened and did not admit index finger. (3) Fundus 





550 ILLINOIS MEDICAL JOURNAL 


uteri moderately ‘flexed. (4) Distinct hard mass in left fornix extending forward 
around in front of uterus. This mass was very tender upon pressure. 

Three days later patient had a temperature of 100 and still complained of 
abdominal pain and slight vaginal discharge, which the records showed to be 
of a dark brown color. A second vaginal examination showed that the mass 
in the left pelvis had increased to three or four times its former size and was 
soft and fluctuant. The uterus was crowded to the right and the mass very 
tender upon pressure. A blood count showed the leucocytes to be 6,000 per 
cubic millimeter. The following day her temperature was 100, and she began 
vomiting and complained of abdominal pain, which localized itself upon the right 
side. 

August 20, ten days after her entrance, she was taken to the operating room 
with a diagnosis of pelvic abscess. Under gas anesthesia an incision was made 
into the cul-de-sac per vagina and a large amount of black blood clots evacuated. 
A five-yard gauze strip was inserted through vagina for drainage, and a diag- 
nosis of ruptured extrauterine pregnancy made. 

The following day the patient’s temperature ranged between 101-4 and 103-5; 
pulse 38; her general condition being much worse. She complained of excruciat- 
ing pain in lower abdomen; her facies were pale and markedly anemic. 

Examination.—The abdomen showed upon: (1) Inspection—large tumor mass 
in hypogastrium extending up to umbilicus. (2) Palpation—mass hard and 
extremely tender. (3) Percussion—absolute dulness over tumor mass. The pa- 
tient was immediately taken to the operating room and laparotomy performed. 

The following pathological condition was found: (a) Upon opening the peri- 
toneum the fundus uteri was found adherent to the transverse colon, which, in 
turn, was bound to the liver by fibrinous adhesions. (b) An excessive mass of 
black organized blood clots were adherent to the uterus and intestines and dis- 
tributed throughout the peritoneal cavity. (c) The large and peculiarly shaped 
tumor mass previously described was then shown to be due to the forcing upward 
of the uterus by the hemorrhage occurring behind it, which could not escape 
freely into the abdomen, as the adhesions between uterus, colon and liver held 
it back anteriorly and the vaginal drain which had been introduced at the pre- 
vious operation held it from below. (d) In the region of the Fallopian tubes 
and ovaries on both sides an indistinguishable mass of organized blood clots was 
also found, and another large mass of blood clots was removed from the pelvis, 
which had a characteristic supremic odor. (e) the sigmoid flexure and the 
rectum showed a superficial necrosis of tissue. (f) The appendix was gangren- 
ous and its lumen filled with pus. 

The whole pelvis being a mass of organized blood clots and no distinct patho- 
logical condition being evident, the following question arose: “Is this condition 
due- to perforation of the uterus from the introduction of a sound by a midwife, 
or are we dealing with a case of ruptured extrauterine pregnancy?” A panhys- 
terectomy was done and the appendix ligated, and followed by placing the patient 
in Fowler’s position, transfusing her intravenously with 1,500 c.c. salt solution, 
giving her continuous normal salt enemata and stimulation. She made a com- 
plete recovery. 

The gross pathology of the uterine appendages after removal showed an 
ectopic gestation in the left tube, which contained a small fetus. The right tube 
contained a small amount of pus and showed signs of acute inflammation. Micro- 
scopic sections confirmed the above conditions. 

Anatomical diagnosis—(1) Ruptured ectopic gestation, associated with intra- 
uterine pregnancy (1%). (But can the patient’s statement be relied upon?) 
(2) Acute purulent salpingitis. (3) Gangrenous appendicitis. 


In touching upon differential diagnosis, I will discuss it only in so 
far as the possibilities in this particular case are concerned. 
1. Incomplete Abortion.—As a rule, a-differentiation is unnecessary, but 
in this case: 
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(a) Signs of pregnancy, 
(1) Amennorhea, 
(2) Increased size of uterus, 
(3) Enlargement of breasts. 

(b) History of instrumental interference with subsequent abortion 
(according to patient’s statement) followed by septic phenom- 
ena could easily lead one to believe that a retained portion of 
placenta or membranes was the causative factor. 

. Pelvic Cellulitis and Abscess—In differentiating this condition from 

pelvic hematocele we have for our important factors: 

(a) History of tubal pregnancy and sudden signs of internal hem- 
orrhage. 

(b) Usually absence of chill and fever, which is present early in a 
large majority of pelvic infections, but in ectopic gestation 
temperature is absent or slight and often subnormal when shock 
is present 

It is not uncommon, however, to see a temperature in later stages 
of extra uterine pregnancy. 

Rapid development of tumor in hematocele, which is relatively 
slow in pelvic abscess. 

The uterus is usually high up and pushed forward upon the pubic 
bone in hematocele, which is very rarely the case in a pelvic 
abscess. 

Many surgeons advocate exploratory puncture as a diagnostic 
measure, which reveals: 

Blood in hematocele, 
Pus in abscess. 

(This procedure is mentioned only to be condemned.) 

No leucocytosis early in hematocele, which is invariably present 
in early stages of pelvic cellulitis or abscess. 

In this concrete case the presence of a mass in the vagina and its 
typical relation to the pelvic viscera following the aforesaid in- 
strumenta] interference would lead one to suspect a pelvic 
abscess as the existing conditions, but, as against it, is the early 
low white blood count of 6,000, still with the patient’s resistance 
lowered, and the abscess well walied off, this is not of much 
significance. 

. Salpingitis:—In this affection, as a rule, we can obtain a history of in- 

fection, and in tubal pregnancy we obtain a history of pregnancy 

with tubal rupture, later accompanied by signs of internal hemor- 
rhage, uterine hemorrhage and discharge of decidual membrane. 

. Normal Uterine Pregnancy.— 

(a) Early. In normal uterine pregnancy, there is frequently a pelvic 
swelling alongside of uterus, which may often be taken for an 
ectopic sac, the uterine enlargement being construed as being 
due to this condition. When the uterus has been previously 
hardened as a result of chronic metritis, this mistake is more 
liable to be made. 
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(b) Advanced. The uterine wall is thin and liquor amnii scanty, al- 

lowing the fetal parts to be easily palpated. 

The uterus may be displaced to one side by: 

Old adhesions, 
Tumors. 

In ectopic gestation, as a rule, the uterus is slightly enlarged and 
the tumor is separate from it and pushes it to the opposite side 
of the pelvis. There is also a discharge of uterine decidua with 
false labor pains at the time of rupture. 

In summary, the following conclusions can be drawn: 

1. The probabilities are that an intrauterine pregnancy did not exist 
and that the gangrenous condition of the appendix was secondary to a 
suppurative process in the right fallopian tube. 

2. That a positive diagnosis of the conditions within the abdomen 
could not be made. : 

3. The surgical technique primarily used, i. e., vaginal celiotomy, 
was contraindicated, as it was impossible to use the proper surgical 
therapy necessary to correct the intraabdominal condition by the vaginal 
route. If later a laparatomy had not been performed, the condition of 
the vermiform appendix and the right fallopian tube might never have 
been recognized, unless found at autopsy, whereas our patient made a 
complete recovery. 
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OBSTERICAL WORK BY THE COUNTRY DOCTOR.* 
C. B. Brown, M.D. 
SYCAMORE, ILL. 

I do not expect to give you anything new and startling in this paper, 
rather will I run over the field of my obstetrical work during the past 32 
years.and simply try to tell you of my failures and successes. Since 
the dawn of clean midwifery there has been nothing new; no great land- 
marks have been passed; no very radical surgical proceedings have been 
advanced that have made any marked period in its history. Nor does 
it seem possible with the light we have to-day that the dark shadows 
seen in the lying-in room occasionally will grow very materially less in 
the future. 

Obstetrics is unquestionably the oldest specialty in medicine or 
surgery. Obstetrics in the country can be no different from obstetrics 
in the city, particularly in this country (it might be so in such cities as 
Vienna, Paris, London or New York), for are not the mothers in the city 
many times from the rural sections and many of our mothers in the 
country born and bred in the city? I believe there is claimed to be some 


*Read at the Fifty-eighth Annual Session of the Illinois State Medical Society, 
May 19-20, 1908. 
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theoretical difference, but it seems to me that it can be but of small 
amount and have but slight effect upon the physiological or anatomical 
conditions concerned in childbirth. 

We have in the country much more to contend with than our more 
favored brothers in the city, which I believe I can show you by the recital 
of a few cases as I proceed with this paper. I do know that there are 
very few obstetricians worthy the name to-day and many “Sarah Gamps.” 
There are many men, both in the city and in the country, who attend 
women in confinement who ought to be following some other occupation 
and there would not be so many children die “a-bornin’,” fewer going 
through life with the marks of the troublous time they had in being 
brought into the world by some bungling doctor. 


Of course, any one can attend most of the cases of confinement that 
come to us, for they would be just as well off if no doctor were present. 
The proof of this assertion is the many safe labors without any medical 
attendant. Very much like our medical cases, nine out of ten people will 
recover without a dose of medicine at all, and I sometimes think that the 
less medicine they get the better, even as Dr. Holmes said, “If all medi- 
cine were cast into the sea it would be all the better for the patient, but 
very bad for the fishes.” 

It is the serious case that comes to us that needs our careful and in- 
telligent attention. I have seen a man with a pair of forceps attached to 
a child’s head place his knee against the side of the bed and pull the poor 
victim almost off the bed, in fact, use force enough to allow the forceps 
to slip from the poor child’s head and to go tumbling over on the floor, 
which is outrageous, to put it mildly. 

Years ago I used to see very few of my obstetric cases until I was 
called to attend them at the time of confinement, consequently there was 
very little opportunity to give many of them the much needed advice 
during the gestation period; during the past few years this has changed 
somewhat. For instance, the door bell would ring; I would go to the door 
and say, “Well, what is the trouble, John?” His answer would be, 
“Oh, it is the same old complaint,” and this would be my first knowledge 
of the case. 

We, too, are sometimes called to attend cases of confinement while we 
are passing through some intervening village—it has happened to me— 
or when out on some other case, miles from home, we are called to attend 
such cases. You can easily see how illy prepared we must be at times. 
This is much like many of our cases in the country, so that we do not 
have the opportunity to give these cases the advice they should have dur- 
ing this very important period of their lives. When I have such an 
opportunity, I advise them to live an ordinary state of existence, outdoor 
life, plenty of exercise, good food (all of which is difficult to follow at 
times, either in the city or country), rest when tired, a full and clean 
evacuation of the bowels each day. Should they have headache more 
than usual, more than the ordinary morning emesis, face swollen, feet 
edematous, scanty urine, I would advise them to consult their doctor. 
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I should advise a morning dose of epsom salts, enough—be it more or 
less—to keep the bowels freely moved each day. 

I should, in the way of diet, eliminate as much meat as possible, in 
fact, to live the “simple life.” The urine should be examined repeatedly 
at intervals of a week or so. 

When I am called to the lying-in woman I take with me chloroform 
always, an instrument roll containing the needed instruments for such a 
case ; cotton; gauze in small packages; chromic catgut in 30-inch lengths 
in separate packages; two or three sterile towels, each in a separate con- 
tainer; a bottle of bichlorid tablets; a yard package of iodoform gauze, 
5 per cent.; a tube of germicidal soap containing 1 per cent. iodid of 
mercury (the formula, I think, of Dr. Charles T. McClintock). It is the 
very best I have ever used; it is convenient, efficient, the finest lubricant, 
and if you want to wear gloves, which I am sometimes compelled to do, 
place a little of this soap on your hands, rubbing it well over them, and 
the gloves will slip on very easily indeed. Just try it. Any other soap 
might do as well. All these things are sterilized. In fact, everything, as 
nearly as I possibly can have it, is perfectly clean, surgically clean. I 
first wash my hands as thoroughly as I can with brush and soap, then I 
procure a clean basin, a porcelain bowl, if possible. In it I prepare a 
bichlorid solution (sometimes a granite or tin basin is all I can get. 
I am not unmindful that bichlorid will corrode tin, but it is better than 
none at all) into which I dip my hands from time to time, or each time 
I make an examination, using the mercurial soap as a lubricator. 

A great deal has been said by teachers of obstetrics that it is unneces- 
sary to make a vaginal examination, that the external examination is all 
that is required. You might possibly differentiate a breech from a head 
presentation and that would be the limit. If your hands are clean, why 
not make an examination that would give you some idea as to what you 
had presenting. Of course, I would make as few examinations as pos- 
sible, but I know of no way to tell what I am doing, or what I may have 
to do, or expect, but an examination per vaginam, and it is the only way 
you can get data from which to formulate your plans of procedure. 

As the bichlorid solution becomes cold or discolored, which it cer- 
tainly will if any blood or mucus is mixed with it, I have it renewed 
from time to time as the labor progresses. I always see that the bladder 
is empty. I make as few examinations as possible. When everything 
progresses favorably, as it almost always does, I let well enough alone. 
I wait and wait and wait just as long as the poor suffering woman will 
let me, and then some. So long as the head does not become impacted, I 
do not interfere. When it does seem to have reached a limit beyond 
which it can not advance I begin to find out why. Usually it is because 
the head for some unknown reason does not properly engage so as to 
pass under the pubis, which I have often found to be caused by an arm 
around the neck, the head is arrested against the pubis; under this con- 
dition I would apply the forceps, a little traction downward and back- 
ward will soon relieve it; then the head comes down easily enough. Do 
not use too much force, scarcely any; rather a manipulation than traction 
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and all will be over in a few moments. If you use any traction as such, 
you will be in danger of rupturing the perineum. Caution your patient 
to desist from any expulsive effort until you have by manipulation worked 
the anterior or pubic portion of the outlet down behind the occiput or 
extricate the occiput as you wish, then all will be well. 

So far I have spoken of an ordinary occiput, right or left anterior 
position. It would be impossible to go into all the various positions in a 
paper of this kind. As to estimating the size of the outlet and the size 
of the oncoming child’s head, I do not believe that it is possible for any 
man to do so, more than an estimate. 

I have not a pair of Bandelocque’s or Martin’s calipers nor have I 
ever used them or seen them used. I defy any human being to more 
than estimate the size of a child’s head, or the size of the outlet in the 
mother with any valuable accuracy. It is impossible to estimate within 
an eighth or a quarter of an inch, and it is just that small amount of 
space you need for the safe delivery of the child. It would be like a man 
going down the street with his hands outstretched with the measure of a 
door—just about as accurate. You can with experience tell better with 
the trained fingers of your right hand during a pain what is going to 
happen than by all their so-called instruments of precision. And should 
the head become impacted, your only recourse is the forceps. 

But I caution you to wait—wait and you will find there are millions 
in it. I have often been goaded by the sympathizing friends to interfere 
in a case of labor where by a little patience all came out right and the 
child was born and the perineum intact. As I said a year ago, wait. Do 
not be in a hurry; good things come slowly and if you will only take my 
advice you will be surprised what wonderful things will be brought about 
in Nature’s own good way. 

You wait and wait and finally are compelled to use your forceps. It 
does not seem to me to be needed to caution you concerning the steriliza- 
tion of everything that comes in contact with a lying-in woman. It 
seems to be too late in the day to be harping upon such a threadbare 
subject. If you are, your obsterical record will be clean. Right here I 
want to say that I never attend an obstetrical case when I am attending 
cases of erysipelas or other infectious diseases. There is another instru- 
ment which I do not possess—Tarnier’s traction forceps, and I do not 
seem to have needed them. It seems to me that it is a dangerous instru- 
ment to put into the hands of all medical men who attend women in 
confinement. It is an instrument of force, and I have always thought it 
was more of a manipulation than brute force—if I may so express it— 
‘that was required in the safe delivery of the child—a peculiar movement 
from side to side, now traction, perhaps backward, a someway that is 
difficult to describe, but peculiar to every case. It never seemed to me 
that I required the cross bar to hang on to that the traction forceps is 
supplied with. At least I have done very well without it and I do not see 
why I should change my way. 

Your child is born, the perineum is ruptured. It has happened to me 
too many times, more times when I was in a hurry than otherwise. But 
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wait—the placenta—a word about it. Again wait. The only time I 
have ever seen postpartum hemorrhage was when I was in a hurry with 
the placenta. The uterine muscle is tired with its hard labor: give it 
rest enough to again begin to contract; then, and not till then, ought 
you to make any effort to deliver it. Of course, there are exceptions to 
this. With your whole outstretched left hand upon the uterine globe 
make gentle pressure, to be assured that the uterus is well contracted, 
your right hand making slight tractions on the cord. As soon as you can 
grasp the edge of the placenta or any part of it, bring it down with a 
kind of a rotary motion, more especially so after the body of it has passed 
the vulva; do not pull upon it, it may tear off; twist it round and round 
into a sort of a cord—be careful—wait again, and soon you will have the 
satisfaction of seeing the last fine shred glide out. If you are guided by 
what I say I do not believe that you will have much trouble with post- 
partum hemorrhage ; such has been my experience. 

A word about ergot. I use it very little indeed, much less than I 
used to. Of course, it has its uses. 

I was speaking of the perineum. Examine every perineum after a 
labor; expose it to the light; if at night use a lamp, wipe it off and see 
to it that you know its condition. If it is torn, repair it at once. You, 
young man, do not try to avoid it because you think they will blame you; 
rather will they blame you for not doing it, and you will not have done 
your whole duty if you do not do so. 

I proceed in this way: Place the patient across the bed, hips near 
the edge; separate the vulva, so that you can see just exactly what you 
are about to do; have a good light—you must; place a clean sterile towel 
under the hips and have it well over the soiled part of the bed (you can 
also use the towel to lay your instruments upon. Remember that we have 
not two or three trained assistants to wait upon us, we are the whole of it 
usually on such occasions) ; have near you some small pieces of gauze to 
wipe away the discharge; begin at the highest point in the rupture in 
the vaginal wall and proceed down, and as you do so keep making deeper 
sutures as you near the outlet; now place a sufficient number of sutures 
on the outside, and place them deep in so as to close up any dead spaces 
that might be left if you used a more superficial suture instead (I always 
use catgut), and the mother will bless you ever after, while at the time 
she may find much fault. 

If you have used the forceps you will find, as I have often myself, the 
imprint of the blade on the child’s head, sometimes quite a depression. 
Have brought to you at once some hot water—not warm, but hot—dip 
a napkin in it (do not burn the child), and apply to such forceps marks 
and with your thumb and finger pinch them up as if you were raising 
the depressed portion, still applying the hot water. Keep at it and you 
will be surprised how soon they will smooth out, nothing but a red mark 
be left in a few minutes, and in twenty-four hours all traces disappear. 
I do not think I ever saw this little process in print, but it is well worth 
knowing. 





OBSTETRICAL WORK BY COUNTRY DOCTORS—BROWN 557 


I seldom see my obstetrical case more than once after confinement, 
and to some of them I do not make a second visit. 

In my eclamptic cases I have but one form of treatment. I used to, 
in my earlier cases thirty years ago, bleed some of them. My practice has 
always been by elimination of the bowels and early evacuation of the 
uterus. Being called to see a case of this nature, if I could get good 
eliminations from the bowels by sulphate of magnesium and there was 
improvement, I would wait. If they did not improve I would deliver 
them as soon as possible, and they are all alive to tell the story. 

Right here I want to express myself emphatically against the use of 
any kind of metal dilators of the uterus. It is impossible to dilate the 
cervix safely with anything but the hand or the rubber bag, or some 
similar contrivance. But any man who can not dilate the cervix with his 
fingers and hand had better stay at home and send some one who can. 
The rubber bag or other like appliance is well enough, but what good 
would they be after they had been carried about in your obstetrical bag 
for a year or more? 

We of the country can not run around the corner to the instrument 
dealer and get a new one, and our old one would be no good at all. So use 
your fingers. It is unnecessary for me to describe in detail how it should 
be done. Having delivered your eclamptic patient—still keep up the 
elimination by the bowels, with sulphate of magnesia—and you will 
find a gradual and progressive improvement. I have a record of some 19 
or 20 cases treated in this way and all recovered. 

I never wash out the uterus, even in instrumental cases or even re- 
tained placenta, for if my hand is clean and my instruments sterilized, 
what will there be to wash out? It has always seemed to me that I might 
in doing so stand just one more chance of carrying something else into 
the uterus that would be better left out. 

I am in the habit of using chloroform in my obstetric cases, unless 
the friends strongly object, or where the labor is apparently to be soon 
terminated. The country doctor must needs be a man of resources, 
especially in his obstetrical work, for he is often confronted with the most 
terrible scenes and conditions. He must act quickly; he must depend 
upon his own ability, as the only assistance he will have will be some 
neighboring woman, and sometimes not even that, for I have attended 
women in labor alone, the patient and myself, the husband having gone 
away for other help. 

Just a case or two to illustrate the conditions we have to meet: 

Mrs. G.; thirteen miles in the country; assistance, two women, both very 
deaf, and the husband. I first prepared everything as well as I could, gave the 
chloroform at the start, the husband continuing it; the women holding the 
patient as much as was needed; forceps delivery; adherent placenta; perineum 
not injured; did not wash out the uterus; successful recovery. 

Mrs. R.; ten miles in the country. In this case I was called in consultation. 
I was met at the kitchen door by the doctor who had been with the patient all 
night. His first remark was: “Doctor, I have a woman here at full term being 
confined, in which I can’t find an opening into the uterus.” Of course, I thought 
it strange indeed, but upon examination I was in the same fix. The pains were 
very hard, and it would seem at each one that the whole lower segment of the 
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uterus would be torn forcibly from the remainder. And only after placing the 
patient in a good light and using dry cotton to wipe the bulging mass of the 
cervix dry, could I discover a minute moist spot which indicated where the 
os might be. With a small probe I found an opening in this globular mass, 
which proved to be the cervix stretched tightly over the presenting head. The 
opening soon enlarged, admitting the fingers. This exceedingly thinned cervix 
was of course easily torn; labor progressed easily enough subsequently, and all 
went well until the placenta was delivered, when I beheld such hemorrhage as 
I had never seen before and never want to see again. I forced my hand into 
the vagina and soon discovered that the uterus was torn above the uterine artery. 
With thumb and fingers I compressed the bleeding parts, when all hemorrhage 
ceased; by a little manipulation I properly arranged the parts, and with a 
few catgut sutures made quite a good cervix. I am of the opinion that had I 
been without medical help in this case the patient would have perished, for | 
did not for one moment dare to remove my fingers from the torn tissues. There 
was no uterine douche used in this case. The patient made a good recovery. 
These two cases are only samples of what the doctor in the country 
has to contend with. Of course, these things all happen to the obstetrician 
in the city, but help is nearby and he is not compelled to proceed alone. 
I have not lost one obstetrical case, neither from eclampsia, placenta, 
previa nor from abortions. I have had but one seriously infected case, 
and that recovered. I have seen many of these cases die where I have 
been called in consultation, and I am not egotistical enough to think 
that they would not have died had I been called in sooner. I think they 
would have died just the same. I have never resorted to craniotomy. 
Since writing the above I have been called to see Mrs. G., a multipara, 
having had nine children and premature births in twelve years. I saw 
her on Saturday night; she was complaining of a frightful pain in right 
hip; seven months pregnant ; temperature-104 degrees; pulse, 125. I told 
her husband that I was of the opinion that she would miscarry; I was 
called early Monday morning—the next day—when the child, placenta 
and all had been spontaneously delivered; no hemorrhage; temperature, 
normal; she sank down and down and died the following afternoon, 
temperature being subnormal all day long. I had two trained nurses in 
attendance, so it would seem that there was no lack of care. I do not 
know the cause of this woman’s death, unless it was sheer exhaustion. 

. When I began this paper I intended to simply tell. you of my way of 
doing, or how I have practiced obstetrics, but I find that I have drifted 
into a sort of dictatorial manner. When I say “Do so and so,” I simply 
mean that that has been my manner of proceeding. 


DISCUSSION ON PAPERS OF DRS. KEYES, EUSTACE AND BROWN. 


Dr. J, E. Allaben, of Rockford:—I wish to touch briefly upon two points— 
first, the question of etiology and, second, the differential diagnosis in ectopic 
gestation. 

Dr, Keyes touched upon the question of etiology, referring to the views of 
Dr. J. Clarence Webster, namely, that in every case of ectopic gestation there 
must be in the tissues which develop the impregnated ovum genetic power; that 
is, tissue in the Fallopian tube or in the ovary must have the characteristics 
of Miillerian tissue. This theory is certainly very plausible, and I believe is 
correct, Undoubtedly other factors may figure to a certain extent, as narrow- 
ing of the Fallopian tube, which may stop the impregnated ovum in its descent 
to the uterus, but unless this genetic tissue is present there can be no develop- 
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ment. In ovarian pregnancies, authentic cases of which have been published, 
Miillerian tissue remains are undoubtedly present. In abdominal pregnancies 
the primary development is within the tube; later the impregnated ovum is 
released by rupture or abortion of the tube and becomes attached, if viable, to 
the visceral peritoneum. There is no proof, as Webster points out, of primary 
peritoneal development. The second point, differential diagnosis, can best be 
illustrated by citing a case. Some cases of tubal pregnancy may be mistaken 
for fulminating appendicitis if not seen for some hours after rupture of the tube. 

About two years ago I saw a case giving a history of an attack of sudden 
pain in lower abdomen while walking down-town. The patient reached her home 
with great difficulty on account of pain. Nine hours later I saw her; tempera- 
ture 103, pulse 140, respiration 40. Face paler than normal, but expressive of 
sepsis rather than of acute anemia. She had vomited several times during the 
afternoon. Abdominal tenderness most marked on right side. 

A diagnosis of perforating appendicitis was made. She was sent to the hos- 
pital, but her condition was such that an operation was not undertaken. She 
gradually recovered and left the hospital in fifteen days with instructions to 
report later and undergo an operation for removal of appendix. Two weeks 
later an examination revealed a hematoma the size of a full-term fetal head 
occupying the position of the uterus. It was now apparent that the case was 
one of ectopic gestation with rupture into the broad ligament. At the operation 
made two days later it was discovered that the blood had dissected up the peri- 
toneum about the uterus and so interfered with its blood supply that the uterine 
tissue had become friable and crushed between the thumb and fingers. The 
uterus was amputated above the cervix. The patient made a good recovery. 

The important point in the differential diagnosis in the case was the nine 
hours elapsing between the time when the rupture of the tube occurred and the 
time at which the case was examined. Cases of ectopic gestation do not always 
present the typical symptoms of sudden abdominal pain, subnormal tempera- 
ture and acute anemia. 

Cases like the above, if not seen until some hours after the occurrence of 
rupture, may present symptoms of sudden pain, nausea or vomiting, general 
abdominal tenderness and elevation of temperature—the symptoms of appendi- 
citis rather than of ectopic gestation. This is especially true if the hemorrhage 
is circumscribed, and there is present a local septic condition as in the above 
case. 

Regarding Dr. De Lee’s remarks on pelvic hematoma, I would say that the 
tissues removed in my case were examined by Dr. Maximilian Herzog, of Chicago, 
who reported finding degenerated chorionic villi, proving the diagnosis of ectopic 
gestation. 

Dr. M. W. Bacon, of Englewood:—I want to say a few words on the last 
paper. I expected to have heard a little different paper from Dr. Brown, after 
having heard some remarks he made a year ago before this society on a paper 
that was read on the same subject, but he has very skillfully manipulated the 
subject, and I can not see that he practices obstetrics very much different out 
in the country than we do in the city, and I think he has so arranged it in 
that way. I came down here, when I saw he was on the program to read a 
paper, thinking I might have a chance to get at him because he is a relative 
of mine. (Laughter.) 

I want to compliment him on his paper, except in the use of bichlorid solu- 
tion in obstetric practice. I have absolutely abandoned it for several years. 
I believe it is a useless antiseptic and liable to do more harm than good, I use 
nothing but sterile gauze, and but one solution, lysol or its equivalent, and in 
that I think we have a good antiseptic as well as a lubricating antiseptic, and 
you do not need any soap or vaselin, or anything of the kind. I use also gloves. 

Dr. Joseph B. De Lee, of Chicago:—Dr. Brown’s paper interested me mightily. 
It is pregnant with good points. In fact it is a multiple pregnancy. (Laughter.) 

The difference between hospital practice and country practice must be empha- 
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sized. As a teacher, I have to meet that necessity every day. There are present 
probably 25 or 30 men who have listened to my teaching, and they will bear me 
out when I say I teach them differently for certain operations done in the hos- 
pital than those done in the private practice of the country. It is absolutely 
necessary to modify the technic, and I would feel sorry if I had to meet the 
conditions which you men have to meet with the apparatus and assistants that 
you have to meet them with; I do not believe I could practice as successfully. 
I believe I have been spoiled by a superabundance of assistants and nurses that 
I usually work with. 

There are certain operations that can not be done in the country. For in- 
stance, hebosteotomy, an operation intended to enlarge the pelvic inlet by saw- 
ing through the pelvic arch with a wire saw invented by Gigli. Hebosteotomy 
takes the place of the old symphysiotomy. This operation I would hesitate to 
perform in cases of contracted pelvis out in the country. 

The use of the colpeurynter has been suggested. It is one of the best instru- 
ments we have, but unless a man is skilled in using it and keeps a fresh supply 
on hand, he will be left without one when he needs it. 

Vaginal Cesarean section is another operation intended for hospital practice. 
In cases of eclampsia, where the cervix can not be dilated except by a skilled 
hand, vaginal Cesarean section will help out wonderfully. I mentioned it this 
morning in discussing the paper of Dr. Hollenbeck. Vaginal Cesarean section 
means stripping up the bladder from the cervix, cutting the anterior wall of 
the uterus up into the lower uterine segment, and with this method you can 
deliver the baby in ten minutes and sew up the incision in eight or ten minutes 
more. Those three operations are hospital operations. 

The doctor has met cases of placenta previa and eclampsia and has been suc- 
cessful with them in his private practice. He is to be congratulated. It shows 
that most of these complications can be handled successfully in homes with 
insufficient assistance. There is a difference, however, in the handling of these 
cases at private homes and in hospital practice. As I said this morning, I have 
had 5 cases of placenta previa. Out of this number of cases three only have 
died. One died of sepsis a week after. She had been treated by midwives six 
weeks before I saw her. The other two died of rupture of the uterus. That is 
a small mortality. I am confident that mortality can not be equaled, and I 
could not have equaled it if I had to treat cases of this type three or four miles 
from my office in a dug-out or on a farm, where the tadpoles are floating around 
in the water. I have had experience in country practice, because I divide up 
the responsibilities occasionally. Why can better results be obtained in city 
practice? Without casting any aspersions upon the country practitioner, who 
has my admiration and sympathy, I do not believe I could work under his dis- 
advantages and equal his results. I know I could, perhaps, after 20 or 30 years’ 
training. There is no question but that the mother and child do better in mater- 
nity practice. 

In the conduct of normal labor the doctor says, “Wait.” He is perfectly right. 
Those of my students will remember the term “watchful expectancy,” and those 
of you who were students under Jaggard, my predecessor, will also remember 
how he dinned the term “watchful expectancy” into our ears. What does watch- 
ful expectancy lead to? It leads in a large majority of cases to the saving of 
both mother and baby. There is no question, as Dr. Brown points out, many 
forceps operations are not necessary, and that with watchful waiting the woman 
would deliver herself safely and the baby would live. But, on the other hand, 
the man who is protected by the laws of asepsis, who has complete technic, and 
who watches his assistants and nurses, can interfere in quite a percentage of 
cases, when danger threatens the babies, and save them. In that way, the city 
man, with hospital facilities, can improve the mortality of the child. There is 
no question about it. However, all of my students will bear me out when I 
say I teach them to wait, because in the majority of cases the mothers will be 
saved, and also a satisfactory percentage of the babies, and the dangers of inter- 
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ference, for them, with their facilities, are not sufficient to justify an earlier oper- 
ation. 

With reference to the third stage of labor, the points emphasized by Dr. 
Brown are perfectly correct. There is a little more to say, however, in regard 
to waiting in the third stage of labor. Take a little woman, who weighs ninety 
pounds; if she loses much blood in the placental stage it may make her neuras- 
thenic for the rest of her days. The country doctor has to deal with strong, able 
women. Of course, a certain number even of these are tubercular or unfit, but 
there is a greater percentage of healthy people in the country, particularly 
women, than there is in the city, where we have those, for example, who play 
bridge all night, and go to the obstetrician unequipped for a hard labor. A 
prolonged second stage, with a prolonged third stage, will cause them to develop 
a state of neurasthenia from which they may never recover. Interference may 
be necessary in these cases. However, waiting is the rule. 

Regarding measurements of the fetal head, measurements of the head are 
really secondary. Tactile sense, the balancing of the head and pelvis, is really 
the best; nevertheless a great deal can be accomplished with instruments of pre- 
cision. Other men than Dr. Brown have doubted this statement. I can measure 
a baby’s head before it is born and afterward show that the measurement came 
within one-eighth of an inch of the true diameter. As to what Dr. Brown said 
with regard to measuring the outlet of the pelvis, I can measure the outlet of 
the pelvis with mathematical accuracy; not so the inlet, 

I am delighted to hear what Dr. Brown said about the use of the Tarnier 
forceps. It is a dangerous instrument, and it is only in the hands of men who 
understand its dangers that I would trust its use. The doctor says he has accom- 
plished much with low forceps. I presume he means the ordinary short forceps 
of Simpson or Elliott. In cases where the head was high I have used the ordi- 
nary Simpson forceps, and also one with blades 114% inches longer. I have had 
more success with this long Simpson forceps than with the Tarnier forceps. The 
latter has too small a head curve; it is practically a cranioclast, and has killed 
an innumerable number of children. I think we should restrict the indications 
for forceps and for high forceps. We should wait until Nature has moulded the 
head into the pelvis, so that low forceps can grasp it, and then be careful with 
the axis-traction forceps. 

With reference to the causation of ectopic gestation, it is not yet certain if 
the Miillerian theory is correct. This theory holds that an ovum must locate 
upon a piece of Miillerian tissue in the tube, uterus, or perhaps an aberrant 
piece, on the ovary or pelvic wall. In all probability, most of the pregnancies 
occur on these islands of Miillerian tissue. A case is reported in the Centralblatt 
fur Gynakologie, where the ovum was located on the omentum. 

Regarding hematocele, one must remember that hematocele can be caused by 
other conditions than ectopic gestation, and when we collect statistics with regard 
to the frequency of these eases we must remember the other causes. Hematocele 
may come from the rupture of a varicose vein in the pelvis. It may come from 
a hematosalpinx, or from the rupture of a Graafian follicle in the ovary. I 
nearly lost one woman from intraperitoneal hemorrhage from the rupture of a 
Graafian follicle. Again, hematocele may come from hemorrhagic cyst of the 
ovary, so that in diagnosing a case of extrauterine pregnancy one must find either 
the ovum or chorionic villi. 

Dr. A. P. Heineck, of Chicago:—Dr. Keyes’ paper is timely, instructive, and 
embodies conclusions which are based on his great familiarity with the literature 
of ectopic gestation, as well as on his wide surgical experience. I also wish 
to congratulate Dr. Eustace on the exact report and happy termination of his 
interesting case. 

This condition, extrauterine gestation, is, in reality, of frequent occurrence. 
Its apparent rarity, is due to the fact that many medical practitioners are not 
convinced of the frequency of its occurrence, don’t think of it, hence often over- 
look its presence. In my service, at the Cook County Hospital, there were dur- 
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ing the last week, three cases of ectopic gestation, in none of which was a cor- 
rect diagnosis made previous to the operation. In two of the cases a diagnosis 
of pelvic abscess had been made; in the other the case had been sent to the 
hospital as one of pyosalpinx. Truly, the condition is often difficult of diagnosis. 
Often, only a probable diagnosis can be made. We must not forget that most 
of those conditions which simulate extrauterine pregnancy are conditions the 
relief of which can be effected only by operative treatment carried on through 
the same route. Consequently, though a diagnostic mistake be made, the sur- 
gical intervention can always be so conducted as to be productive of good results. 
We must learn to diagnose this condition and, especially, to diagnose it in its 
early stages. By early diagnosis numerous are the women that we will save 
from lives of chronic invalidism; not few are the patients that can be rescued 
from death. 

The only appropriate treatment of this condition is the operative treatment. 
It is distinctly a surgical affection. All other modes of treatment are unsatis- 
factory, unscientific and attended with high mortality. Operation must nét be 
delayed because— 

a. With every hour’s delay there is an increase in the size and in the vas- 
cularity of the placenta. 

b. With every day’s delay the formation of adhesions between the ovum and 
the contiguous organs is favored, and the difficulties incident to the placenta’s 
removal are increased. 

ec. With every day’s delay there is an increase in the size of the ovum. The 
risks of primary and secondary rupture increase in direct ratio with the age 
of the ovum. As you have been told, extrauterine pregnancy is almost always 
tubal, exceptionally ovarian. If your intervention be timely—that is, if the diag- 
nosis be made early, all that you will have to sacrifice will be the tube, and 
your patient will make a rapid and complete recovery. The operative procedure 
will be simple. The patient is not “unsexed.” The life of a castrated woman is 
not a happy one. The induction of a premature menopause is not conducive to 
the mental or physical well-being of women. 

The operations which have been mentioned this afternoon, as, for instance, 
where panhysterectomy is done, are evidences of late diagnosis, are indictments 
of our negligence. These patients should have been operated on before, and if 
they had been the only sacrifice called for would have been that of a tube, and 
that is not castration. Dr. Emil Ries, of Chicago, has suggested that we should 
be more conservative in the treatment of these cases and only take away a por- 
tion of the tube, only remove the diseased portion of the tube. With my present 
information I am not able to decide whether that suggestion is a wise one or 
not, but I can state this—that the teaching that in ectopic gestation ‘both tubes 
and ovaries should be removed, is fallacious. It has happened that ectopic ges- 
tation, after having occurred on one side, has occurred on the opposite side. Such 
occurrences are well authenticated, but they do not justify us in removing a 
healthy tube and a healthy ovary to prevent a possibility which may never occur. 
Normal uterine pregnancies have occurred in patients who had been subjected 
previously to operation for an extrauterine pregnancy. 

As to the method of operating, it should invariably be abdominal, rarely ever 
or never vaginal, because this condition may be unilateral or bilateral, either 
simultaneously or successively so, and if the condition be bilateral the abdominal 
operation gives you access to both tubes and to both foci of disease. Other 
advantages of the abdominal route are that it enables the operator (a) to remedy 
at the same time coexisting intraabdominal pathological conditions; (b) to 
arrest the hemorrhage with greater rapidity; (c) to secure a more complete 
and a more careful hemostasis; (d) 10 make a more conservative ablation of 
organs, as the operative field is under much better control; (e) to more com- 

‘ pletely remove the fetal sac and its contents. The ovum. may ascend in the 
abdominal cavity; in the presence of such an occurrence it is very difficult to 
find and to remove it by the vaginal route. In cases of mistaken diagnosis the 
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abdominal route enables the operator to treat those conditions that simulate 
extrauterine gestation. (f) To make use of the sense of sight, which, as well 
as that of touch, is very useful in operating for extrauterine pregnancy. 


Ectopic pregnancy is an illness, It can not be interrupted too soon. This 
condition is a veritable voleano, and the quicker we put an end to it the better 
for the salvation of the patient. 

Dr. Emil Ries, of Chicago:—In the treatment of extrauterine pregnancy, 
watchful expectancy is just as possible as in the treatment of normal pregnancy, 
and it is going altogther too far to say that every case of extrauterine pregnancy 
has to be operated on. How do we know? Because we have statistics of the 
results by the expectant method and by the operative method. Such statistics 
have been published by Fehling, whom we recognize as an authority, who reported 
some 40 cases of extrauterine pregnancy treated conservatively and some 40 
cases treated by operation. The 40 cases treated expectantly were instances of 
pelvic heniatocele, where the extrauterine pregnancy had terminated in a tubal 
abortion. It will not do to consider extrauterine pregnancy from one single 
point of view, because there are so many different kinds and so many different 
methods of dealing with it. There are several ways in which extrauterine preg- 
nancy may terminate, and it is utterly and absolutely misleading to lay down 
an absolute rule for the treatment of extrauterine pregnancy, when that rule 
may fit one case and not another. What is right for a living extrauterine fetus 
may be entirely wrong for a dead extrauterine fetus, and the proper treatment 
for a ruptured tube is not by any means correct treatment for tubal abortion. 
These are two different things. If one undertook to say all that can be said 
with reference to extrauterine pregnancy and its treatment, it would make a 
good-sized book. I can only discuss a few of the statements that were made. 
. It has been said that we should never puncture to find out whether there is pus 

or blood in the cul-de-sac. I subscribe to that to this extent: Never puncture 
without being ready to operate immediately; but if you are ready to operate 
at once, it is safe to puncture, and it may save you a serious mistake. Only 
three weeks ago 1 had a case of extrauterine pregnancy with the formation 
of pelvic hematocele, where a doctor had curetted the uterus to cure what he 
considered an ordinary abortion. In so doing he had infected the woman, and 
when I saw her I did not know whether the temperature she had was due to 
a pelvic hematocele or an infected pelvic hematocele. I took the liberty of 
inserting a syringe and got some pus. I did not operate through the abdomen, 
but simply did a posterior colpotomy, and the woman recovered easily. I object 
to curetting in these cases if the surgeon is not prepared to operate immediately, 
and I would warn you against curetting where there is any question of extra- 
uterine pregnancy, because with the manipulation of the uterus, which you have 
to do in curetting, you run the risk of bursting the extrauterine pregnancy, 
which was not ruptured before you began to manipulate. You may have a severe 
internal hemorrhage after curetting, and you may not be prepared to meet it 
in the proper way. 

There has been some question raised as to the proper treatment of the tube 
in these cases. Dr. Heineck, with his great experience in extrauterine pregnancy, 
which he has acquired through his work and from a careful study of the litera- 
ture, the benefit of which he gave to the Chicago Medical Society recently, and 
whose studies have been very thorough, mentioned in his remarks that I have 
advised the removal of only the pregnant part of the tube, and to leave the rest. 
He does me too much honor. It is true I have followed that procedure, as 
others have before me, and some of these women have had children in the nor- 
mal, natural way afterwards. 

Dr. Heineck also mentioned the fact that extrauterine pregnancy has occurred 
on the other side afterwards. That is perfectly true; but he forgot to mention 
that many of these patients have had normal children after the extrauterine 
pregnancy in the normal way, which has occurred” more frequently than extra- 
uterine pregnancy on the other side. So the tube is not altogether useless. It 
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is good for something. I will not quarrel about whether we should remove the 
entire pregnant tube or part of the tube. If a tube has become pregnant, there 
is something wrong with it, but if we remove that part of the tube which is 
pregnant, and leave the healthy part, it may serve its natural purpose. 

Dr. C. B. Horrell, of Galesburg:-—Dr. Brown has given us an excellent paper. 
I was very much interested in it. For 25 years I have been intensely interested 
in the practice of obstetrics. I have had between 2,500 and 3,000 cases of ob- 
stetrics, and I have never buried a mother. It is true I have lost children which 
Cesarean section and the procedure which Dr, De Lee referred to would have 
saved, 

As to the use of antiseptics, I invariably use a solution of lysol. 

Dr. Robert T. Gillmore, of Chicago:—My friend, Dr. Brown, and myself came 
together last year over this same subject, and for that reason his technic in 
regard to the conduct of obstetric cases interests me. I want to compliment him 
on his technic and on obtaining such good results in his cases. He could have 
anticipated John coming to the door and have been prepared beforehand. It 
would have been perfectly feasible for him to have had preparations made for 
this contingency. An obstetric case is nearly always one of emergency. He 
could have had his obstetric outfit all sterilized in one of the many sterilizers, 
ready to throw into his buggy. 

I wish to compliment him on having such excellent results under such difli- 
cult conditions as pertain to a country practice. 

In reference to Dr. Keyes’ paper on ectopic gestation: the diagnosis in many 
instances is practically impossible before rupture. After rupture has occurred 
it is comparatively easy to make a diagnosis. Some confusion has occurred by 
not stating definitely whether the diagnosis of ectopic gestation was made before 
or after rupture. Before rupture the symptoms are anomalous, and a good deal 
like those of an ordinary intrauterine pregnancy. The question of sterility in 
the history and the modified pregnancy, and especially the irregular hemorrhages 
which may be between the menstrual periods are probably the most important. 
Of course, if rupture has occurred, the woman will have a history of severe 
pain and shock, also of a concealed hemorrhage followed, if the patient survives, 
by a pelvic hematocele. 

In regard to the use of the curette and sound for diagnosis, I do not think 
Dr. Keyes had sufficient time to discuss that phase of the subject, but I should 
condemn the use of the sound or curette for the reason that we do not know 
whether the woman is pregnant extrauterine or whether the pregnancy is in 
the uterus. The indiscriminate introduction of a sound or curette for diagnosis 
is very liable to terminate a norma) uterine pregnancy. 

As to the diagnosis of extrauterine pregnancy, many of these cases come 
to the surgeon late. He therefore can make a very good diagnosis. He has prob- 
ably two or three weeks of history from some other physician who has had 
charge of the case. Had the surgeon seen the case at the same time that it 
came into the hands of the general practitioner, he might have made a faulty 
diagnosis. 

In regard to the diagnosis, when one thinks he has a case of incomplete abor- 
tion to deal with, and is treating it for that condition, there is one thing to 
which I desire to call attention as being extremely important, namely, in keeping 
and examining the scraping from the interior of the uterus. In the past my 
mistakes have been more from not recognizing the necessity of microscopic exami- 
nation than from any other regard. If the mucosa is curetted, and you think 
you have an abortion to deal with, and not an extrauterine pregnancy, it is 
important to keep the scrapings in alcohol; if you cannot have them examined 
immediately by a pathologist, have them examined at some future time for 
chorionic villi. If you do not find chorionic villi in these scrapings and the 
patient still continues to have pain and probably hemorrhages afterwards, :t 
would be advisable to have the examination verified. 

In regard to making an absolute diagnosis from the decidual cells and decid- 
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ing on extrauterine pregnancy, it is not always possible on account of occasional 
inflammatory conditions producing decidua which look a great deal like the 
decidual cells of pregnancy, or the false decidua found in the extrauterine preg- 
nancy. In other words, the decidua are so much like those found in intra- and 
extrauterine pregnancy that it is difficult to make a correct diagnosis. 

Dr. Daniel N. Eisendrath, of Chicago:—There is one point I wish to speak 
of, and which has been alluded to by Dr. Gillmore, and that is, a great many 
of these cases of extrauterine pregnancy are not seen by the surgeon until some 
weeks or days after rupture has occurred, and there is one symptom which has 
been present in a number of cases, not only of ruptured extrauterine pregnancy, 
but also in cases of injury, for instance, of the abdominal viscera, such as rup- 
ture of the spleen or rupture of the liver, which are not seen sometimes for 
three or four days after the injury. I have observed this not infrequently, and 
we have symptoms which resemble peritonitis in almost every particular, due 
to the toxic influence, or, at least, to the mechanical presence of blood between 
the coils of intestines. In a great many cases which we have seen at the Cook 
County Hospital; these symptoms did not manifest themselves until rupture had 
occurred for several days, or until symptoms of primary anemia had disappeared, 
so that it was difficult to distinguish these from other cases of peritonitis. 1 
mention this, thinking it might be of interest from a diagnostic standpoint. 

Dr. Keyes (closing the discussion on his part): What I read was only a very 
small part of my paper, consequently I was not able to bring out the salient 
points as clearly as I would like to have done. The full paper embraces thirty- 
nine typwritten pages. Considered from all standpoints, one could write a bool 
on extrauterine pregnancy, and even then the tenth part of the story would not 
be told. 

With reference to Dr. Allaben’s case, I read it not only with interest, but 
reported it in my paper. 

In regard to low grade inflammation being the etiological factor in tubal 
pregnancy, there may be some truth in that theory, but we can not say for cer- 
tain what the inflammation is, Ovulation must be capable of taking place and the 
tube must be patent or the spermatozoa must have had a race with the inflam- 
mation upward and beaten the inflammation in the race. Yet again, if inflam- 
mation is the cause, why do we so infrequently find interstitial pregnancy, i. e., 
pregnancy in the part where the inflammation would have reached first? If there 
is any truth in the Clarence Webster theory—and I believe there is—we naturally 
would expect congenital deposits like the endometrium in the tube would be most 
likely to be in that portion of the tube immediately next to the uterus, yet inter- 
stitial pregnancy is very uncommon. While congenital conditions are undoubtedly 
important factors in causing ectopic gestation we may have a combination of 
inflammation also. The true cause can only be conjectured. The nidation theory, 
as.I pointed out to you, is, however, purely a theory. 

The symptoms of extrauterine pregnancy and hematocele must be clearly 
differentiated one from the other. In my paper I have pointed out hematocele 
as a probable sequence of extrauterine pregnancy. We can not divide them be- 
cause they run one into the other. 

Dr. Brown (closing the discussion) :—I have very little to add to what I have 
already said in my paper. My friend, Dr. Bacon, has criticized me for using 
bichlorid solution. I have used it a good deal in my obstetrical practice, and I 
shall continue to use it just as long as it answers the purpose. Since the advent 
of aseptic midwifery, I have had confidence in its use. Of course, lysol solution 
may be all right, as well as many other antiseptic agents. I do not propose to 
dictate the use of these things. 

Dr. Bacon has alluded to some remarks I made last year in discussing Dr. 
Gillmore’s paper. I want to apologize to the gentleman who read that. paper 
last year, and to say that it was a much better paper than I could write. I wish 
to say, furthermore, that sometimes in the heat of discussion we say things which 
we do not really mean, and the manner in which things are said is sometimes 
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offensive. In this way we create false impressions, and I fear that what I said 
last year created a false impression as compared with what I have said to-day. 
I wish to repeat that the country doctor can not always take with him to an 
obstetric case four or five pans, two or three dozen towels, three or four pounds 
of cotton, etc. He can not do it. People at farmhouses and elsewhere in the 
country are usually clean. They have soap and water with which to wash their 
clothes and bodies, and the majority of them are as clean as the people in Chi- 
cago or Peoria. (Laughter.) A man who is dirty in the country would be dirty 
in the city, and if he is dirty in the city he would be dirty in the country. It 
makes no difference where he lives when it comes to cleanliness. If he is a 
clean surgeon in the country he would be a clean surgeon in the city, and if he 
follows surgical cleanliness in his obstetric work, he will get good results. I said 
last year, Let us give Nature a chance. Let us not be too smart about these 
things. That is the meat in the cocoanut. It is the young practitioner, who 
thinks he knows it all, who is ever ready to seize a pair of forceps and apply 
them, and with such an instrument, without good judgment, he is liable to do a 
great deal of harm. I would say, just wait, young man. That is all I want you 
to do. 





FETAL DEATH IN UTERO. 
C. G. Smrrn, M.D. 
RED BUD, ILL. 
CAUSE. 


Much of the etiology of this subject remains unknown. But we can 
safely group the causes of fetal death into three classes, namely, abnormal 


maternal conditions, diseases truly of the fetus itself, and_ abnormal 
paternal conditions, with their relative frequency being in the order given. 

Chief among diseases of the mother which cause the fetus to perish 
is syphilis. High temperature in the mother—105, or higher—frequently 
proves fatal to the child in utero; hence it is that any of the acute febrile 
diseases in the pregnant woman may cause intrauterine death. It is 
my opinion that advanced age of some parturient women reduces the 
vitality of their reproductive organs sufficiently to cause the fetus to 
perish before the normal period of gestation is completed. Page 315, 
vol. ii, Charpentier’s Cyclopedia of Obstetrics and Gynecology, quotes 
Jacquemier as saying that he has observed that women lose a fetus with 
greater ease the nearer they are to the age when aptitude for conception 
usually ceases. The fetus may perish in utero for reason of suffering 
from syphilis, or from any other truly fetal malady, such as any of the 
acute febrile diseases. Pathological paternal conditions, including 
syphilis, are sometimes the cause of intrauterine death. 


PREVENTION AND TREATMENT. 


Prophylaxis in these cases is unsatisfactory exactly in the same ratio 
as the etiology is uncertain. While much has been written about and 
upon the question of prevention of fetal deaths, yet it is obvious that the 
results in this direction are not one iota further advanced, not one jot 
more successful now than they were a third of a century ago. If we 
are not able to exclude syphilis with certainty in a woman who has had 
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a fetus to perish without a known cause, we should, of course, institute 
antisyphilitic treatment, if possible, three or four months before she 
again becomes pregnant. But-I do-not believe that a physician is justi- 
fied in administering specific treatment simply because he can not de- 
termine the cause of the death of the fetus. When these conditions 
obtain, the best and most that can be done is to place the woman in good 
hygienic condition, giving her the best possible surroundings, and, in 
that manner, favor the forces of the woman which are concerned in de- 
veloping the product of conception. 

So far as treatment of truly fetal maladies is concerned, we are 
absolutely helpless; helpless so far as prevention and treatment are 
concerned, as well as we are helpless concerning the discovery of the 
existence of the disease before the fetus has perished. If pathological 
paternal conditions exist which are responsible for the death of the fetus, 
they can usually be discovered and treated easier and more successfully 
than can the diseases of the mother which cause the fetus to perish in 
utero; the line of treatment to be instituted for the pathological paternal 
conditions being obvious after the.diagnosis is made. 

We now come to consider the line of treatment to be cerried out after 
* the fetus has died ; this being the subject to which I wish to pay the most 
attention in this short paper. 

Meddlesome midwifery is, of course, to be condemned, but it appears 
that in these cases the profession may have been too conservative. The 
disposal of the perished fetus in the mother’s womb should not, in most 
cases, be turned over to Nature alone. While it is true that Nature 
sometimes, without assistance, relieves the mother by throwing off both 
fetus and placenta, it is equally true that Nature often fails to terminate 
these cases in this happy manner, and that she sometimes utterly fails, 
or seemingly refuses, to make the slightest effort toward relieving the 
mother of the fetus, which has now become a foreign body in utero. I 
believe it is far better for the woman to have the fetus removed at an 
early date, after it is known for a certainty that it has perished, than to 
leave it in her womb for an indefinite time waiting for Nature to bring 
about the desired relief. For, while we wait, possibly in vain, for the 
natural forces to kindly do the work for us, the patient may absorb fatal 
toxins, and suffer a death which would have been prevented by the timely 
emptying of her womb. 

King, in his Manual of Obstetrics, page 147, says “the child macer- 
ates, or becomes ‘mumified’—rolled up in the placenta or membranes 
like a parcel—but usually is not putrid, for the membranes have protected 
it from atmospheric germs.” King wisely qualifies his statement with 
the word “usually.” If two or three weeks have passed after it has been 
determined with certainty that the fetus has perished, and Nature fails 
to bring the expected relief, it is time that active measures are taken to 
relieve the woman. Illustrative of the point in question I wish to relate 
‘a few cases which I have recently met in my practice, one of these cases 
being a putrid one and still having the membrane intact. 
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REPORT OF CASES. 


The husband of Mrs, F. K., on Aug. 10, 1906, sent an urgent message for me 
to come to see his wife. This woman will be 42 years old in July of this year 
(1908). She was married at 24; has never had a miscarriage; is the mother of 
seven living children; she, her children, and her husband, all are enjoying good 
health. This woman was pregnant ten months and had been expecting to be con- 
fined some weeks before. Upon arriving at the house I found the woman with 
a temperature of 104, very tender to the touch over her entire abdomen. She 
had the appearance of a person suffering from shock after an accident. Upon 
turning the bed covering back sufficiently to palpate her abdomen, an offensive 
odor was disclosed. Upon examination of the vagina the odor became extremely 
offensive. The mouth of the womb was soft and patulous, easily dilated with 
the fingers. After working for an hour and a half the fetus and the placenta 
were removed. The whole was one mass of decaying material. Liquor amnii 
there was none. It had evidently all been absorbed weeks or possibly months 
before. Upon questioning them as to why they had not called a physician earlier 
I was informed that the neighboring midwife had told them that it was not 
necessary. Finally, after lying at the point of death for five or six days, the 
patient improved, became convalescent, and at last was restored to health. This 
woman had no labor pains whatever from first to last. From all evidence at hand 
we judged that this fetus died at the beginning of the sixth month of pregnancy, 
and had been retained by the uterus about five months after its death. 

This woman remained in good health up to Sept. 10, 1907, on which date © 
she presented herself at my office for examination. She informed me that her 
health had been very good for the past ten or twelve months, and she had the 
appearance of being in the best of health. She had menstruated normally from 
October, 1906, till March, 1907; in March she again became pregnant, and in 
July she felt fetal movements; these had ceased about ten days. She feared that 
the child had died. Upon examination I informed her that I also believed she 
was again carrying a dead fetus, and advised her to return to my office ten or 
twelve days later for another examination. September 24 she came to my office, 
and after this examination I was positive that the fetus had perished, and I re- 
quested that another physician be called in order that my diagnosis might be 
verified. Dr. Seely was sent for and shared our belief that the woman was 
carrying a dead fetus, and that the same should be removed by surgical inter- 
ference if Nature failed to do so at an early date. November 4 we carefully and 
thoroughly tamponed the vagina, placing her in the Sims position to do so, hop- 
ing of course that this procedure would precipitate labor pains. After thirty 
hours the tampon was removed; she had not had the slightest labor pains. The 
external os was soft and patulous, internal os hard and not dilatable with fingers. 
The tamponing was again done on November 8, with the same results as before. 
November 14 a rubber bougie was introduced into the uterus and the vagina 
again thoroughly tamponed. This tampon and bougie were allowed to remain 
twenty-four hours; at the end of this time the exterhal os was soft and patulous, 
while the internal os still resisted all attempts of dilating with fingers. She 
had no labor pains whatever. Considering this quite an uncommon case I ad- 
vised further consultation, which was granted, and Dr. A. H. Meisenbach, of St. 
Louis, was called. We administered chloroform and did a forcible extraction 
with the greatest difficulty, on account of the rigidity of the internal os, together 
with the total lack of labor pains. This lack of labor pains also obtained with 
the delivery of the first dead fetus in August, 1906. She recovered her usual 
good health in a very few days. At no time did she have a rise in temperature 
above normal, The fetus had the appearance of having attained the age of about 
four and a half months. It was not macerated, and no disagreeable odor could be 
perceived at any time. Undoubtedly this timely interference prevented a repeti- 
tion of the septic condition which so nearly cost this woman her life fifteen 


months before. 
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Mr. J. P. first brought his wife to my office Sept. 12, 1907. She was 41 
years old, well-built, and seemingly a strong person. She married at 20, is the 
mother of five living, healthy children, the youngest being 8 years old. At this 
time she was suffering from a cold which chiefly implicated the bronchial tubes. 
She also complained of vague neuralgic pains in the thorax and abdomen. She 
informed me that she was in the fourth month of pregnancy and that for about 
two weeks she felt quickening. The bronchial trouble as well as the vague pains 
subsided after eight or ten days. Her condition remained about the same for 
three weeks, and I did not see her again until October 20. On that date she 
called at my office. She again complained of vague abdominal pains. We could 
now determine with certainty that the fetus had perished. After consultation, 
on November 1, we decided to take active measures to relieve the woman of her 
condition. The vagina was thoroughly tamponed on November 1 and again on 
November 3. On November 4 no‘ trouble was experienced in well dilating the 
mouth of the womb with fingers and in removing the partly macerated fetus as 
well as the placenta, being assisted by light labor pains. I judge this fetus 
was retained about thirty-five days after it had perished. This woman had no 
rise in temperature above the normal throughout the whole time before and after 
delivery. She was in good health and strong within a week after the fetus had 
been removed. No harm whatsoever would come to this woman by following the 
course which was pursued in removing the partly macerated fetus. But who can 
say what the outcome would have been had this disintegrating mass been allowed 
to remain in the woman’s womb one, two, or three months longer? 


Furthermore, in considering whether or not it is wiser to remove a 
dead fetus than to leave it longer than two or three weeks after life has 
passed out of it, we must not forget to take the mother’s feelings into 
consideration. A woman who is conscious of the fact that she is carrying 
a dead child is not apt to pass three consecutive waking hours without 


allowing her mind to dwell on her unfortunate condition. She almost 
constantly worries over the matter; it seems to be always uppermost in 
her mind. Of two evils let us choose the lesser, remove the foreign body, 
and bring a desired relief to a disheartened mother. 


CONCLUSIONS. 

1. The fetus becomes, to all intents and purposes, a foreign body in 
the womb as soon as it ceases to be viable. 

2. It is not good practice to permit a fetus to remain in a woman 
longer than fifteen or twenty days after it has perished. Procrastination 
here may become equally as harmful as meddlesome, early interference. 

3. The removal of a dead fetus by careful surgical procedure, without 
the use of emmenagogues or ecbolics, when carried out along the lines 
of strict surgical cleanliness, can not work harm to the woman. 

4. It appears that the advanced age of the parturient woman, in some 
cases, reduces the general vitality of those forces which are concerned in 
the work of developing the product of conception, and this reduction of 
vitality may become the prime factor of intrauterine death. 


DISCUSSION. 


Dr. J. F. Harter, of Stronghurst: I was very much interested in the paper 
read by Dr. Smith. The subject is one of great importance to the general prac- 
tioner, and, like the Doctor, I am thoroughly convinced that as soon as the fetus 
ceases to be viable it becomes a foreign body in the uterus; and we should not 
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delay too long if mother Nature does not come to the rescue; and we should then 
remove this foreign body by adopting surgical interference, 

I should like to inquire of the Doctor if in this second case, which he reported, 
he attempted to dilate the os under general anesthesia? I think he said he tam- 
poned the vagina a second time, and both the first and second time the internal 
os was so rigid he failed to dilate it. But he did not state whether he attempted 
to dilate the os under anesthesia, I have never failed to succeed in dilating it 
under anesthesia. 

Dr. Davin W. Jump, of Plainfield: I would like to mention by way of illus- 
tration a case that came under my notice some years ago which confirms the fact 
of the slowness of labor pains coming on in.these cases. A number of years agu 
a gentleman came to my office and asked me to go and see his wife, as she was 
about to be confined. She was forty years of age, the mother of several children, 
and all the assistance she had had in all her previous confinements was a neigh- 
boring woman who came in to wash the baby after it was born. That is all the 
help she had ever had. He wished me to come in a hurry, as the child was being 
born, and the presentation was wrong. On arriving at the house I found the 
fetus with a breech presentation, its body about half born, all pains had ceased, 
and everything was quiet. Thinking labor pains would come on in a little 
while I delayed and waited, hoping they would come on. The child had un- 
doubtedly been dead for some time. At least, the tissues were macerated and 
soft, but there was no odor. There was nothing to indicate there was any septic 
condition. It being at night, I retired, with instructions to the husband that if 
anything occurred to call me, which they did at 2 o’clock, saying the woman was 
flowing. I hurriedly went to her assistance, and found her fi-wing profusely, but 
no pain. I immediately proceeded to extract the child, and possibly in my excite 
ment I may have made a little more traction of the body than was necessary, 
but almost instantly the head separated from the body. I had the body, but the 
head was in the uterus, There was one of the things that confronts the country 
doctor in the practice of obstetrics. I was three miles from any other physician. 
The woman was flowing and something had to be done. I had in my grip an old- 
fashioned pair of Hodge forceps, with blunt hook handle. My mode of procedure 
in delivering was to introduce the right hand into the uterus and pass the handle 
of this blunt hook forceps up into the uterus, and it being soft I could without 
any trouble press this blunt hook through the skull, and by making traction I 
could grasp it with two fingers inside the skull, and in a few minutes delivery 
was effected. The after-birth came away promptly, and by using some cold ap- 
plications over the abdomen and kneading the uterus it contracted sufficiently to 
control hemorrhage, and the woman made a good recovery. 

Dr. Smitu (closing the discussion): The first speaker (Dr. Harter) asked 
whether we attempted to dilate the os under general anesthesia in the second 
case, We gave chloroform, and I made the statement that we resorted to forcible 
extraction. Even after administering chloroform the internal os still resisted 
the most powerful attempts at dilatation. Professor Meisenbach, of St. Louis, 
used a large, powerful Goodell dilator on the internal os, and I administered the 
chloroform myself. We had the woman under chloroform, I think, an hour, pos- 
sibly longer, and Professor Meisenbach worked faithfully, diligently, and hard, 
to get that baby, and he expressed himself this way: “Dr. Smith, this is the 
toughest case of this kind I have ever had in my experience.” : 

I would like to add that no ecbolies, no ergot, or anything of that kind was 
given. We did not believe in administering those drugs before the baby is born, 
whether it be alive or dead, 
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PSYCHIC ABERRATIONS ASSOCIATED WITH THE DIS- 
EASED PROSTATE GLAND.* 


James F. Percy, M.D. 
GALESBURG, ILL. 


I am not unmindful or unappreciative of the splendid work already 
accomplished by the alienist in ferreting out and describing the morbid 
mental tendencies of all classes of human beings; but I can find no re- 
port in all the literature of any country that gives a satisfactory ex- 
planation of the mental sexual aberration which accompanies the enlarged 
prostate. This mental condition to which I refer occurs only with the 
development of prostatic hypertrophy in a certain percentage of the 
sufferers from this condition, because prostatic hypertrophy may be 
present in the ordinary forms of senile dementia, and in these the senile 
dementia would be a rational explanation of the sexual or any other 
form of mental aberration. In this latter class of cases the prostatic 
hypertrophy is merely an accompaniment of the dementia, and there- 
fore but-a coéxistent condition, and apparently not a cause of the mental 
symptoms. ‘ 

Neurologists recognize two forms of senile dementia: the irritable 
and the apathetic form. “In those patients that belong to the irritable 
class there is great exaggeration of the emotivity, and this explains why 
such patients are intolerant of impressions and of contradictions. They 
are extremely sensitive and irritable, and the more so because, owing to 
their great liability to forget things and to commit errors of judgment, 
they are deficient in the ordinary circumstances of family life. Such 
affective irritability is kept alive by their sufferings—cephalalgia, vertigo, 
weariness, paresthesia and other subjective disorders. The nights are 
passed in sleeplessness, and dream-states are frequent. The subjects are 
restless and get out of bed. They wander about the house in a dazed 
condition; they can not tell what they want, and they are quite out of 
their reckonings. They show great changeability of humor, sometimes 
even daily fits of confusion, and they suffer from hallucinatory episodes, 
with more or less marked agitation.” “The apathetic form is charac- 
terized by a slow and progressive mental decadence, in which, besides 
the usual phenomena of amnesia and dysamnesia, there prevails a marked 
indifference to everything and everybody. This picture corresponds with 
what is normally found in certain old men who behold with indifference 
the ruin of their households and the destruction of their families. Pa- 
tients belonging to this group enjoy good health and are as calm as they 
are vacant. They make no lamentations, and frequently are as satisfied 
and contented as the gods of Olympus.” 

In this description, borrowed substantially from a _ well-known 
authority (Leonardo Bianchi), we shal! recognize types of individuala, 
both men and women, that we have all seen. But the totality of 
symptoms given above by the learned author as indicative of senile 


*Read before the Fifty-eighth Annual Session of the Illinois State Medical Society, 
May 19, 20 and 21, 1908. 
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dementia do not apply as descriptive of the mental state of any of the 
prostatics whose history I shall present here. I can not believe that true 
senile dementia is anything but progressive. True, its progress may be 
held in abeyance by treatment, but that these cases improve to any 
marked degree or for any length of time, I do not believe. The ordinary 
forms of dementia which are seen in the average old person are a degen- 
erative process which involves the textual structure of the whole brain, 
and this tends to destroy the ordinary elements of thought. The en- 
larged prostate, in its effects, is a brake which helps slow down that 
assembly of functions which, while in their vigor, resist death. 
Myocarditis, atheroma, arteriosclerosis and granular kidney, so common 
in those who are not young, aid in the breaking process. Senile dementia, 
as I understand it, is not a psychosis; but those who are old are not less 
free from neurotic tendencies than are the young. One of the commonly 
recognized causes of neurasthenia in the young male adult is prostatitis; 
but when that same prostate, or any prostate, has become hypertrophied, 
and we find the victim of this condition suffering from some form of 
sexual aberration, the present-day thought has not been to ascribe any 
relationship between the hypertrophied prostate and the psychosis. 

It is, however, the old man who was sexually active before the years 
piled upon him until his physical energy is about gone, and who yet 
shows no mental deterioration, but does begin to manifest aberrant 
sexual symptoms beyond his years, that concerns us in this paper. True, 
he may apparently be a senile dement, but if, after the partial or com- 
plete destruction, by removal or otherwise, of his prostate, his apparent 
mental perversion disappears and he remains sound mentally, it is dif- 
ficult to convince one’s self that the hypertrophied prostate was not the 
cause of the erratic sexual wandering. It is my belief that the prostate 
is the reason for the symptoms in this class, which, from every stand- 
point, are most distressing cases; and that it is another reason for the 
operative removal of this gland. There is nothing irrational or mys- 
terious about the development of sexual psychosis in the old prostate 
when the anatomy, the physiology, and, finally, the pathology of this 
gland and its environs, are considered. 


The complete physiology of the prostate is unknown. The same 
statement can be made regarding the pathology of the prostate gland. 
The circumstances that are back of what is portrayed as the pathology 
of this gland are merely the end-findings after the disease has pro- 
gressed. Pathologists give us no clew to the causes that initiated the 
process. It is interesting here to note that freedom from venereal in- 
fection is no guarantee of freedom from the plague of the enlarged 
senile prostate. The just and the unjust are alike afflicted. The 
anatomy of the prostate is one of the wonders of the human economy, 
and when its rich nerve-supply through the sympathetic and cerebro- 
spinal nerves—to say nothing of its ducts, glands and sinuses, or, as 
Keyes has well put it, “the thousand-mouthed, succulent prostate”—is 
all considered, is it any wonder that we have a vicious form of neu- 
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rasthenia in the young when subjects of prostatitis, or sexual psychosis in 
the old when suffering from hypertrophy of this gland? 

The life of the aged is the memory of the past. The memory is the 
growth of nerve-impressions, and a fruitful source of nerve-memories 
is the sexual apparatus. Is it any wonder that the old man, when plagued 
by the gradually enlarging prostate, with its pressure, congestion and 
obstruction, stirring within him the recollections of other days, should 
endure mental suffering that is most distressing? Many of these pa- 
tients are in insane asylums. Many can be found in the government and 
state soldiers’ homes all over the country, as well as in the various 
county almshouses, to say nothing of those to be found in their homes 
and among friends. Many of these inmates are plagued by all sorts of 
sexual phantasms, which lead them into the various revolting practices 
known to be habitual with some of them. This study rationalizes the 
pelvic diseases of men where there is a pathological condition that may 
give the reason for the mental manifestations. 

It is possible that a certain proportion of the sexual neurasthenics 
and sexual perverts may have as an explanation of their mental aberra- 
tion a pelvic rather than a brain pathology. Certain it is, that an earlier 
recognition of disease of the prostate and its appendages, with the mental 
symptoms that may accompany it in the young or old male, would, in a 
certain proportion of cases, save the pride of the family of the sufferer 
and prevent the moral health of communities from being undermined. 
The burning sensation, together with the feeling of fullness and heat in 
the perineum, will set up an irritation which is expressed through the 
sympathetic and cerebrospinal systems; and out of this will grow visions 
and mental vagaries until the old man becomes a prey to all sorts of 
phantasms that finally make his life a mere sexual fetish. Before the 
diagnosis of senile dementia is made, and this used as a reason for not 
instituting surgical measures, I would advise that the case be judged 
purely from the standpoint of the surgical problems involved, and not 
from the mental condition. If the patient is physically able to bear the 
brunt of a prostatectomy, he should be given the benefit of the doubt. 

In the three cases that I shall report herewith the mental condition 
was restored to normal, sufficient time having elapsed since their oper- 
ative recovery to permit the making of this statement with confidence. 
In the case of J. B. D., senile dementia was the rational explanation of 
the sexual abnormality, but he entirely recovered, and remained well 
for five years, when I lost sight of him. This was my first case, but, 
although more recent, as much can be said of the other two, The diag- 
nosis, then, of the senile dement is uncertain in the presence of active 
irritation of the prostate, so that it is a reasonable statement to make 
that, even if the patient is believed to be in the beginning stages of senile 
dementia, the removal of the prostate will, in a goodly proportion of 
cases, postpone the progress of the mental failure in a number suf- 
ficient to make it a justifiable procedure. 

But it is not these doubtful or last-resort class of cases that I have in 
mind in presenting this subject for your consideration. It is the type 
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of cases that is not yet worn out physically, but that has developed an 
enlarged prostate and with it a psychosis that makes the social and busi- 
ness future, to say nothing of the mental phases of the case, an un- 
promising one. The patients, if normal, would have a certain number of 
valuable and comfortable years before them; but they are not normal. 
Their abnormality, however, is of the character where pathology has in- 
vaded normal physiology, and the result is a pathological physiology, 
which in this class of cases results in a disturbed mentality. 


Case 1.—J. B. D., aged 75 years, operated on March 2, 1898. Resection of 
both vasa deferentia according to White for enlarged prostrate. Infiltration anes- 
thesia. In the week of preparation, because of septic bladder, this patient was 
discovered leaving notes couched in lascivious terms where they would be found 
by the nurses. Resection of the vas deferens in this case was followed by marked 
improvement in his prostatic troubles, with consequent relief of his bladder symp- 
toms. He was in the hospital two weeks after the operation, and there was no 
further complaint as to a repetition of the causes which made him obnoxious 
before the resection of his vas deferens. He was questioned as to his former 
attempts to interest the nurses in his amorous schemes; but could give no clear 
reason except a distress in the perineum, which kept him stirred up sexually 
most of the time. I saw this patient frequently for five years after he was in 
the hospital, and there was no recurrence of his mental wandering, and he ex- 
pressed himself as satisfied with the improvement in the power to empty his 
bladder. 

Case 2.—Mr. B., aged 63 years, whom I saw in January, 1897, was suffer- 
ing from an abscess of the right lobe of the prostate. His suffering was acute, and 
the prostration was great. The abscess was incised through the perineum. At 
the present time the prostate ean be palpated as a small mass on the left side, 
with nothing on the right side. This case is reported, however, because of the 
change in the moral life after his recovery from his prostatitis. He was always 
a leader in the religious and business life of the city in which he made his home. 
He is a man of wealth and engaging personality, and yet before his prostatic 
abscess changed the morbid current of his sexual activity he had started an 
undercurent of breathless scandal because of his sexual relations with negro 
women. This man is now nearly 74 years of age, and I have every reason to 
believe that he has recovered entirely from his morbid psychic sexual irregular- 
ities following his recovery from the prostatic abscess ten years ago. I can also 
add that his mental condition is still good. He is actively engaged in business 
and there are no signs even now of an impending senile dementia. 

Case 3.—S., aged 74 years. He was operated on in June, 1904. This man 
was a lawyer who had given part of his professional career to the bench. Dis- 
ruption of his home was threatened because of his unnatural sexual relations 
with various members of the lower animal kingdom. The surgical removal of a 
very large, juicy prostate restored the mental unbalance of this individual to its 
normal standard, and now, after three years, he possesses none of the psychical 
manifestations ‘which made him a horror to his family and former friends. 


I have reported these cases because I believe that their consideration 
from the standpoint of a psychosis is more rational than to class them 
among the senile dements. If their symptoms are merely psychic, as I 
believe, then they need not prove less favorable as good surgical risks 
than if they suffered from any other operable surgical disease. 

This subject opens up the very important consideration of the prostate 
gland from another viewpoint than that of the purely anatomical and 
pathological. As surgeons, our training has been to consider this gland 
from only the two viewpoints just mentioned; but I believe that the 
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history of the thyroid gland is to be repeated, in some measure at least, 
in our future consideration of the prostate. Only a few years ago the 
thyroid was considered from only its anatomy and pathology; but its 
physiological importance to-day is receiving greater attention than cither 
its anatomy or pathology. The enlarged prostate, just as the enlarged 
thyroid, is, in great part at least, an abnormal physiologic process, and, 
although this statement may convey nothing new, it is true that it has not 
been and is not being accepted by the rank and file of the profession. 
Teachers, text-books and writers still consider the prostate from the 
standpoint of mere morphologic change. 

If the three cases above reported teach anything, it is that there is a 
clinical physiopathology of the prostate which expresses itself chiefly 
through the cerebrospinal and sympathetic nerves as a functional dis- 
ease, just as the perverted physiology of the thyroid gland expresses 
itself through the same system of nerves with the same results, so far as 
a mere brain-expression is concerned. 


DISCUSSION, 


Dr. Frank P. Norbury, Jacksonville:—I have listened with a great deal of 
interest to the paper by Dr. Percy, wherein he advances some new ideas re- 
garding the functions of the prostate gland in its influence upon psychic life. I 
am forced to differ with the doctor, at the outset, because of his faulty psycho- 
pathology. 

The three cases detailed by the author are not unusual in occurrence in the 
senile period of life. The mental reductions of this period are, in the majority, 
of the dementia type; yet the cases here recited can not be classed as such, and, 
in my judgment, surgical intervention, as directed especially to the prostate, has 
had nothing to do with the recoveries which Dr. Percy claims to have obtained. 
Why? Because the mental changes of the senile period, while involuntary, are 
not necessarily different from other periods in life. By that I mean that certain 
morbid mental affections have varied periods in life wherein they are defined and 
old age may be one of those periods. All senile insanity is not dementia, nor do 
involuntary changes alone occur during senescence. 

Again, it is as natural for a man to hang onto life during the senile period 
as at any other time or period. The fear of death, the self-preservation, which 
is the first law of Nature, apply to the functions of the body as well as to life 
itself. People teach themselves to fear death; to fear old age; to fear the loss 
of bodily functions. To them, death of functions is the end of life itself. 
Death to them is the end of life. Life does not end with death, with some of 
them; they fear the tortures that are to follow. It is from this viewpoint—a 
psychological viewpoint—that many persons contemplate their future state, and 
when in the involuntary stage of life, sexual conditions come in to be a part of 
this contemplation. Sexual thoughts, ideas, judgments, are just as real and as 
much a part of psychic reactions as thirst, as hunger for food, as the desire to 
live. In that great storehouse of physic reactions, the subconscious self, sexual 
thoughts exist, and when the real psychology of sexual life is written, we will 
find that it is a dominating factor in life and conduct, little dreamed of in our 
philosophy of life. Sexual psychology can not be studied; ean not be discussed 
with the thoroughness due it, for obvious reasons, 

Freud, in his psychical analysis and methods, has presented to us results ob- 
tained from thoroughness of such an inquiry, but he also tells us of the difficulties 
which stand in the way. The mere presence of sexual ideas dominating conduct, 
to my mind, do not in any way indicate the prostate as concerned in the genetic 
side of this problem, nor do I believe the surgical interference upon the prostate 
contributed to the results obtained, excepting such as would follow from any 
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surgical operation elsewhere removing a lesion which may contribute to ill-health. 
I have repeatedly seen in senile involutionary melancholia, which to me is the 
class to which we should assign these cases of Dr. Percy; patients improve, con- 
valesce and recover following relief from a carbuncle. I have also noticed relief 
follow an attack of erysipelas, also lobar pneumonia and any other condition 
which in some way adds an increment to nfetabolic processes conducive to re- 
covery. 

I have in mind now a case of a man, defined involutionary melancholia, with 
pronounced sexual symptoms and who, during his life, led an exemplary life; 
whose reputation in the business and social world, in church work, philanthropy, 
was known as a national character; yet that man, during his mental discordant 
state, had sexual ideas and practices which were shocking. He made a good 
recovery; his sexual ideas ceased; he returned to his mental health, perhaps not 
on the same plane as before, but his sexual habits were never questionable and he 
lived a useful, quiet, homogeneous life. 

Dr, Percy is wrong in his pathology. His cases are not dementia. What is 
dementia? It is an organic graddial obnubilation of mind. Such cases never get 
well. Melancholia is a functional, and may be, involuntary impairment, and 
many such cases get well. Dr. Percy gives us histories of this type of cases 
and endeavors to weave into his picture the psychology of sex, ascribing to the 
prostate what is really instinct. Sexual instinct is late in development; it is 
born within us but not developed until puberty. It is not a part of normal 
conscious life until adolescence, then as a living factor, consciously or subcon- 
sciously it shows itself in conduct, in sex differences. Sexual instinct is an 
organic instinct like walking. It is an instinct developed by habit; habits are 
co-ordinations built up. So it is with sexual habit. The author, Keyes, quoted 
by Dr. Percy, tells us that it is the most imperative habit that we have. We 
know that sexual life and habit can be held in abeyance. We know that it can 
dominate and rule when inhibitory influences are removed, and by reason of im- 
pairment of inhibition, it may be a most difficult habit to control. 

Now, psychologically speaking, anything which disturbs inhibitory conditions, 
such as emotions or the affectivities, may let loose all control over sexual conduct. 
This is what happens in insanity, and the dissociations thus created lets conduct 
run riot. Normal emotional life controls behavior. Normal mental life is one 
continuous process of integration and organization. Abnormal mental life means 
disintegration, disassociation. This disintegration, disorganization, or disasso- 
ciation is due to the impairment largely of inhibitory control; conscious conditions 
are disturbed and what these normal conditions are can only be known by having 
a knowledge of the individual; his personality, etc., as represented in all of his 
reactions, conscious or subconscious, to all stimuli. 

* I could say more as to this creation of a personality, but time will not permit. 
But I would like to say this, that the sexual conduct of these individuals shows 
nothing more nor less to me than what would be expected when inhibitory in- 
fluences were disturbed and sexual ideas prevalent, as they are in many such 
eases, based upon the instinct of self-preservation carried to the sexual functions. 

I would also say that Dr. Percy is mistaken in his consideration of what 
arteriosclerosis, atrophy, etc., have to do with the psychoses of age. Time will 
not permit me to elaborate this point. 

Dr. Percy (closing the discussion) :—I am very grateful to Dr. Norbury for 
bringing out the side of the neurologist and the alienist in considering this 
subject, but I am not yet convinced that the removal of the prostate in these 
cases did not serve some purpose. 

As to what was said about erysipelas and carbuncle, I will say I would rather 
remove a man’s prostate because, in addition to that, I would relieve the patient 
of the obstruction and of a condition which I believe is necessary to his physical 
well-being, incidentally removing the other conditions. There is not a physician 
of any considerable experience who has not had such cases as I have detailed to 
contend with. At the meeting of the Western Surgical and Gynecological Asso- 
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ciation, held last December, and before which body I read this paper, it was ex- 
ceedingly interesting to me to hear the surgeons there discuss this class of cases, 
but which they did not classify in the way I have done. And this is a horrible 
chapter in human life. 

I picked up a newspaper the other day and saw an old man, 80 years of age, 
who had married a girl of 16. If that old man’s physician had persisted in re- 
moving his prostate, it would have been of great benefit to him, and a good 
thing for the girl, unless she married him for his money, We save the pride of 
family which I have referred to by operating on this class of cases. The man I 
spoke of is a judge. They came near sending him out of town. Now, if by 
operating on these patients we can relieve them of this psychical tendency, then 
I think it is justifiable to do it. At any rate, I am glad to have had the op- 
portunity of bringing the subject before you. 





A NEW UNIT OF ENERGY IN INFANT FEEDING. 
Tuomas Grant Aten, A.M., M.D 


Professor Diseases of Children, Postgraduate Medical School. 
CHICAGO. 

In the feeding of adults we have been accustomed to pay more or less 
attention to the energy of the food; for instance, it has been customary 
to place the energy requirement of «an adult man at moderate work at 
2,700 to 3,300 calories per day. If we place the average requirement at 
3,000 calories and the weight of the average man at 150 pounds this 
would give 20 calories per pound, or an energy quotient of 20. This 
amount also represents the energy usually allowed for a professional or 
business man. For a hard working man and for athletes it has been 
customary to place the energy requirement much higher than this— 
4,500 calories or more. For a man who has little work or exercise the 
energy requirement is usually placed at 2,400 to 3,000 calories, and a bare 
subsistance diet is placed at 1,800 calories or the equivalent of three 
quarts of milk or two loaves of bread. 

The standards for other than adult men were approximately as fol- 
lows: For a woman under like conditions of age, exercise, work, etc., 
the energy requirement was placed at .8 as much as for a man, for boys 
and girls of various ages there were standards more or less suitable except 
that for very young children, for example, for children under two years 
the standard was placed at .3 that for a man or about 900 calories. Now 
since the weight of a child under two years changes more rapidly than 
at any other period, it is readily seen that a standard of 900 or 1,000 
calories for a baby which may weigh 10, 15, 20, 25 or 30 pounds is no 
standard at all. Nine hundred or 1,000 calories may be a suitable amount 
of energy for a baby weighing 25 pounds, but is entirely too much for a 
baby weighing only 10 or 15 pounds. 

In infant feeding to-day perhaps it is not too much to say that as 
much attention is paid to the energy value of infants’ food as was ever 
paid to the energy value of the food of adults. That this is true is prob- 
ably due to Heubner, who first made a careful study of the energy re- 
quirement for an infant and showed how important it is to control the 
daily energy of the baby’s food, and it is to Huebner probably that we 
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owe the more rational plan of relating the energy to the weight rather 
than to the age of the baby. He placed the energy requirement of an 
infant at 100 calories per kilogram of the body weight, but since in this 
country neither the average family nor the average physician either 
weighs or thinks in kilograms, we put this standard of Huebner’s in the 
more readily understood English equivalent, 45 calories per pound—the 
kilogram being equivalent to 2.2 pounds. 

I find that the calorie as a unit of energy is to say the least not a 
household word and even to those who know what it means it does not 
seem to be very real or tangible. One very frequently has to explain 
that the calorie is really a unit of heat representing the amount of heat 
required to raise the temperature of one kilogram of water through one 
degree centigrade or, in the more familiar English equivalents, one 
pound of water through 4 degrees Fahrenheit. When transformed into 
energy it represents the work that would be expended in lifting 1.53 
tons one foot high, or 153 pounds 20 feet. While the baby doesn’t do any 
work, still the little, often-repeated motions use up a considerable portion 
of the daily energy, but the greater portion of the daily energy of the , 
food is expended as heat in maintaining the normal temperature of the 
body and in that internal chemical work of the body which we call 
metabolism. 

How do we find the energy value of a food, that is, how many calories 
will a certain amount of food yield? Since the baby’s food is composed 
of fat, proteid and carbohydrate, and since the energy or caloric values 
of these are known, we simply take the amounts of fat, carbohydrate and 
proteid in the food and multiply these by their energy values. 

When burned in a calorimeter: 

E gram. of cusbebyirate Fields .. ... 2 60sec ccccvcccsccccnc 4.1 calories 
I II Sino 918-68: King hes eines cncennes dam ains 9.3 calories 
DR ee GE WROEEE FINIED 2nn.. csc cccccccccnscnssccscees 5.7 calories 
But when consumed in the body we cannot obtain from 1 

gram of proteid more than .................--0005: 4.1 calories 

In the more familiar English this means that: 

1 ounce of carbohydrate yields calories 
1 ounce of fat yields calories 
1 ounce of proteid yields calories 

From this it follows: 

1. That 1 ounce of fat is equal in energy value to 2.25 ounces of proteid or 
carbohydrate. 

. 2. That proteid and carbohydrate are equal in energy value. 

3. That .01 ounce of sugar or proteid yields 1.16 or 7/6 calories. 

4. That 1 calorie is obtained from 6/7 of one hundredth of an ounce of sugar 
or proteid. 

Suppose for example we desire to determine the value of an ounce of 
milk containing 4 per cent. fat, 3.5 per cent. proteid and 4.5 per cent. 
sugar. 

04 oz. fat yields 4x2.25, or 09 of an oz. of sugar 
035 oz. proteid yields 035 of an oz. of sugar 
045 oz. sugar yields 045 of an oz. of sugar 


-17 ounces of sugar 
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Therefore, the energy value of an ounce of this milk is equivalent to 
the energy that can be obtained from .17 ounces of sugar, that is 1777/6 
or almost 20 calories. As the energy values of whole milk, skim milk, 
and cream are generally taken to be 20, 10 and 50, respectively, we do 
not go through the above process, but simply multiply the number of 
ounces of whole milk by 20, the number of ounces of skim milk by 
10, ete. 

Whenever the amount of food is known and we desire to find its 
energy value in calories we multiply the sugar equivalent of the food in 
ounces by 116 or in hundredths of an ounce by 7/6 and conversely, when 
the energy value in calories is known and we wish to determine the proteid 
or sugar value of the food required to supply this energy then we divide 
the number of calories by 116 to obtain the amount in ounces, or we divide 
by 7/6, or multiply by 6/7, to obtain the amount of food in hundredths 
of an ounce. For example, we are feeding a baby weighing 14 pounds, 
20 ounces of whole milk and 1.5 ounces of sugar and we desire to know 
how much energy this yields and whether it exceeds our standard of 45 
calories per pound of the baby’s weight. 


20 ounces milk yields 20x20, i. e 400 calories 
1.5 ounces sugar yields 1.5x116, or 150x7/6, i. e 174 calories 


574 calories 
This divided by 14 gives an energy quotient of 41. 
Suppose we desire that this baby shall receive 41 calories per pound, 


and that we expect to give it 20 ounces of whole milk. Then the problem 
is how much shall we add in order to give just the total energy required. 


Energy required, 14x41, i. e 574 calories 
Energy supplied by milk, 20x20, i. e 400 calories 
a 


Balance to be supplied by sugar 174 calories 
Dagne Gans AIGA: Os obec cciia ste sheets cceiaaews 1.50 ounces 

It mist be admitted that 116 and 7/6 or 6/7 are not convenient 
factors. We simplify the operation a little by using 120 and 6/5 or 5/6, 
but it occurred to me, why should we use any factors at all? Why not 
dispense with the idea of calories altogether and use as the unit of energy 
one-hundredth of an ounce of sugar, which, as we have seen, is a some- 
what larger unit than the calorie—?7/6 of a calorie. We need only 
familiarize ourselves with the idea, one-hundredth of an ounce of sugar, 
as the unit measure of energy. Our work will be just as scientific and 
just as accurate. Fractions will be eliminated from our calculations and 
all our energy and food determinations will. be simplified. I was the 
more inclined to take the hundredth of an ounce of sugar as the unit, 
since I had already taken the hundredth of an ounce as the measure of 
the unit amount of proteid in all my work regarding the maximum and 
the minimum proteid standards. 

Since calories multiplied by 6/7 give hundredths of an ounce of sugar- 
our standard of 35 to 45 calories per pound per day is seen to be equiva- 
lent to 30 to 40 of these new units, This represents 3 to 4 level tea- 
spoons of cane sugar. When once we are familiar with this new way - 
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of expressing the standard, we have no further need of thinking in 
calories or making calculations in which calories are involved. We simply 
find the sugar equivalent of the food as in the case above in which we 
found the energy value of whole milk in sugar units to be 17. Other 
examples such as toast and an infant-food will serve to show that the 
method differs only from the calculations of the caloric value in that it 
is shorter, simply multiplying the fat by 2.25 and then adding to this 
the proteid and sugar. Tables giving the composition of foods are readily 
available and in these the composition is given in percentages. These 
numbers then may be taken as hundredths of an ounce. Thus bread or 
toast has the composition fat 4, proteid 9 and carbohydrate 57. The 
energy of 1 ounce in sugar units is therefore 4 2.25+-9-+-57, or 75. 
Similarly the energy value of one ounce of an infant-food having the com- 
position fat 8, proteid 16, carbohydrate 68 is 82.25+-16+68, or 102 
units. 

But any one using this new unit will work out the energy values of 
all the foods he uses once for all and thereafter he will remember the 
energy value of each food or will keep a little table just as in the case of 
the caloric values. 

To illustrate how simply our food and energy problems are worked 
out when we employ the new unit let us take the two problems we have 
already used as examples. 

1. A baby weighing 14 pounds is to be fed 20 ounces of whole milk a day 
and 1.5 ounces of sugar. Does this give an energy quotient in sugar units less 
than 40? 

ee. OUD Siler ee ey OE ak inc viet cewiceeds cece 340 units 
re cada iad ns cane acicnnes 6 eameman 150 units 


490 units 
Energy quotient, 490 divided by 14, or 35. 

2. The second problem would be: The baby’s food should furnish an energy 
quotient of 35. It is to be given 20 ounces of milk. How much sugar must be 
added to make up the energy to the required amount? 

Energy required 14x35, or 490 units 
Energy from milk 20x17, or 340 units 


Sugar to be added ...... acai iaiteniah ats Sd oad eR 1.50 ounces 
The only objection I can see to the use of the new unit is the lack 
of a short expressive name. I would suggest centun—centum and uncia— 


or sugar unit. 
5661 Washington Avenue. 





INFLUENCE OF SPECIALISM ON THE GENERAL 
PRACTITIONER.* 


Davip W. Rem, M.D. 
JACKSONVILLE, ILL. 


A boy sat on a rock, fishing with a hickory pole and line, with a can 
of worms and a string of fish at his side. Along came a man with a 


*Read before the Morgan County Medical Society, Jacksonville, Ill., May 14, 1908. 
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jointed rod and reel, with a full assortment of flies, etc. “What are you 
fishing for, my little man?” said the sportsman. “I’m fishing for any- 
thing that will bite,” said the boy. Presently he hooked a good-sized 
trout, and, finding himself unable to land it with his hickory pole, called 
to the trout specialist to come to his aid. With his landing net, the man 
secured the fish, waited till the boy extracted his hook, and quietly walked 
off with it. “Halves!” cried the boy. “No,” said the man. “This is my 
fish. I limit my fishing to fish large enough to eat. You have no right 
to try to land fish of that size with your outfit. You are not prepared 
for that kind of work. Stick to general fishing, and I’ll give you 10 
cents a dozen for all the minnows you catch for bait.” 

The manner in which specialism affects the general practice of medi- 
cine and that in which it affects the practitioner may be very different 
indeed. Taken abstractly, we can not give too much credit to specialism 
in medicine. It is specialism that has made medicine in its broadest 
sense what it is. It was specialism that gave us aseptic surgery and 
obstetrics; that made abdominal and cranial surgery possible; that gave 
us the germ theory of disease; that abolished ‘hospital fever, and the 
horrible mortality of the maternity ward; that gave revised mortality 
tables for almost every known disease, and places among the preventable 
diseases those former scourges—yellow fever, smallpox, typhoid fever, 
diphtheria and tuberculosis; that made many a blind man see and pre- 
vented thousands more from becoming blind and deaf. 

These are some of the things that specialism has done for medicine 
and humanity at large. But the question still remains, what is the 
influence of specialism on the general practitioner? I use the term— 
general practitioner—in a restricted sense, meaning one who is residual 
legatee to whatever is left after the surgeon, the neurologist, the gynecol- 
ogist, the ophthalmologist, the rhinologist, the otologist, the laryngol- 
ogist, the dermatologist, etc., have claimed all belonging to them and a 
great deal more. If surgery comes in for a large share of our attention 
it is because of the manner in which it overlaps the work of the general 
practitioner and lays claim to everything in sight. 

Specialism has taught the general practitioner the best of all he 
knows, and in doing so it has added just so much to his responsibility. 
The tree of knowledge bears more than one kind of fruit. After all the 
art of medicine in great part lies in diagnosis, and the early diagnosis 
of tuberculosis, of appendicitis, of uterine cancer, of mastoid involve- 
ment, of empyema, of the various forms of septicemia, of diphtheria, of 
polypi and adenoids, is always as important and often as difficult as 
their later treatment by the specialist. But although the conscientious 
practitioner recognizes the decree, “To whom much is given, of him shall 
much be required,” he can not enforce the converse of the proposition, 
“Of whom much is required, to him shall much also be given.” 

There is much to be said on this subject. It is far from being set- 
tled. Whatever may be the cause, or whoever may be to blame, when 
one department of the medical profession demands for itself from three 
to ten times the recompense that is paid for the same amount of time 
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and ability displayed by another branch of the same profession, and has 
its claim allowed by the public, we need not wonder if there is dissatis- 
faction on the part of the one who finds that after a successful year’s 
work in a well-established general practice, his income is but one-fourth 
to one-half of that of his next door neighbor who has expended no more 
brains or energy than himself. 

But who, if anybody, is to blame? The physician, the surgeon, or the 
public? Let us dispose of the public first. Personally, I think the 
attitude of the public toward the surgeon is idiotic. We have all seen 
this same “public” waiting in a row for a chance to consult a surgeon on 
a question concerning which from the nature of his practice he knows 
little and cares less, when they could at the same price get the services 
of a physician whose time and interest is devoted to these subjects. 1 
say at the same price, for surgeons, as a rule, doing general work, are 
careful not to charge too much for anything that can not be called an 
operation or a consultation. 

It is this attitude of the public toward the surgeon that makes the 
work of the general practitioner so thankless and profitless. There is a 
glamour about an operation; always dramatic, often unavoidably tragic. 
there is a spectacular halo around the head of the most modest surgeon 
as he dextrously snatches the victim from the jaws of death. If the jaws 
close before the snatching is complete, it simply proves that the surgeon 
was not called soon enough. The victim was probably wasting his time 
and opportunity with a general practitioner. 

The awful import of the operation is fully corroborated by the sur 
geon’s bill, which is generally based upon the supposed money value of 
the life of the individual if he survives, or his total bank account if he 
dies. It is easy enough for the surgeon to say that the physician is to 
blame if his services are not appreciated by the public, but these same 
men compete with us at exactly the same prices that we charge where 
their work comes into competition with ours. They even encourage pa- 
tients to go to the hospital for medical treatment under the plea that it 
will not cost them so much as to have daily visits at their homes. 

Laymen are not all fools in the matter of choosing a physician, but 
enough of them are to make it worth the surgeon’s while to cater to their 
everyday trade, and most laymen think they have struck a bargain 
counter if they can hire a surgeon at $2 an hour to make visits after 
charging their next door neighbor $200 for an hour’s work the day 
before. And who knows but a pain in the back may be appendicitis or a 
floating kidney, for which it is well to go to the surgeon direct, and save 
middleman’s profits? Yes, I think I may say that most men are idiots 
on the subject of surgery, and the more a great many of them know, or 
think they know on general subjects, the greater fools they are on 
this one. 

So much for the public. But so far we as physicians have no just 
cause of complaint. The field is open, let all compete who will. If gen- 
eral practice is overcrowded, let more, especially the young men, enter 
special fields, and if there is no room for more specialists, let more 
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general practitioners prepare to do the most of their own surgery. That, 
do doubt, is the true solution, and for any man under 30, or thereabout, 
to complain of existing conditions without making an effort to adapt 
himself to these conditions is unreasonable. But every great change 
imposes a hardship on some one, and while the adjustment is being 
made the question is an acute one. And herein lies ovr cause of com- 
plaint, not that the major surgery goes to the surgeon who is better pre- 
pared to do it than we are, but that with the major surgery goes all the 
minor surgery, such as we are prepared to do in our capacity of general 
practitioner, and much that is not surgery ; much that we feel that we are 
prepared to do, and do it better than the surgeon. 

It is not that the surgeon gets $200 for a laparotomy which terminates 
a chronic ailment to our loss and our patient’s gain. No, not for a 
moment! But that following that laparotomy and because of it, come 
other cases of chronic ailment, that need no surgery; acute cases of all 
kinds that go to his office on the strength of the reputation that we have 
helped him to build up. I do not mean that they hold our cases after 
operation. The surgeon would rather have the good will of the doctor 
than of any one of his patients, but it is the other cases that go to him 
direct because of the cases we have sent him. Every time we refer a 
case to a specialist, even if consultation is refused, we help build up that 
specialist’s reputation to our own undoing. Of course, it is too much to 
expect of a man to give up what he has captured by his own bow and 
spear and has once in his possession. Having worked for a specialty, the 
specialist naturally wishes to hold everything that goes with it. 

But if it is too much to ask of a specialist to turn away work that 
comes to his door, drawn by the magnetism of the reputation he has 
struggled so long and so hard to acquire, it is also asking too much of 
the physician to stand smilingly by and see a large part of the best- 
paying practice of medicine go to the men whose fame he has helped to 
build. 

The principal objection to physicians doing their own surgery is that 
they do not do enough to keep in practice. Yet the surgeon does not 
consider that the fact that he has not a half-dozen cases of typhoid fever, 
pneumonia, etc., in a year disqualifies him for the care of such diseases, 
no matter how fairly well equipped for their care in his earlier practice 
before giving all his interest to surgery. How much time or interest can 
a surgeon spare for the study of non-surgical complications of typhoid 
fever or pneumonia or puerperal eclampsia, etc.? On differential diag- 
nosis between the sore throat of scarlet fever, diphtheria, and tonsillitis? 
Yet he takes these cases when they come to him on account of his fame 
as a surgeon, provided they are good pay. For a surgeon soon becomes 
able to adopt the motto: Practice strictly limited to profitable cases. 

Who ever heard of a surgeon’s declining, systematically, or as a rule, 
cases of diphiheria, pneumonia, scarlet fever, obstetrical cases that would 
come to the hospital, typhoid fever, syphilis, etc., on the ground that they 
are out of his line and he has not had time to keep up with the latest 
teachings on the subject? No, the whole tendency of his work as a 
eurgeon is toward the opinion that if Nature and the surgeon can not 
cure them, there is no use to call a physician. Their whole attitude 
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toward medicine is one of skepticism if not nihilism, and the growing 
disbelief in medicine on the part of the public is largely due to the 
skeptical attitude of the surgeor. 

Do surgeons call for consultation with anything like the readiness 
that they expect of us? And still they criticize medical men, and I 
think justly, for holding on to cases until too late for surgical help. 
How often does a surgeon in purely medical or doubtful cases suggest, 
of his own accord, that some physician be called into the case, as it is 
more in his line? 

The only branch of surgery that is not monopolized by the surgeon is 
obstetrics, and the only reason is that this work does not pay for the time 
and discomfort spent upon it. Yet they seldom refuse a case if the fee 
is larger than usual, and never refuse cases that can be brought to the 
hospital. A difficult case of labor requires more diagnostic ability and 
operative skill than an ordinary case of appendicitis or ovarian tumor, 
yet surgeons who do not see a half-dozen cases of normal labor a year are 
sought by the public as the proper consultants in cases involving the life 
of two patients instead of one. 

When I assert that no Cesarian section should ever be made except 
by the best general surgeon obtainable, I assert with equal force that no 
surgeon should ever make a Cesarian section except upon the recom- 
mendation of the best practicing obstetrician within reach. Yet what 
surgeon would ever think of calling upon a general practitioner to de- 
cide upon the best manner to deliver a child, or whether it could be born 
in the natural way? 

A word about that unpleasant subject of fees: The specialists tell us 
it is none of our business what they charge. Let us look at this for a 
moment. Specialists do not recognize the responsibility that a physician 
assumes when he advises an operation. When a surgeon calls me to 
give an anesthetic to one of his own patients, I am responsible for the 
life of my patient while on the table. My responsibility ends the moment 
I get him with a fairly good pulse back in his bed. I charge $5 or $10, 
as the case may be, and I care not, professionally, one whit whether he 
lives or dies from the operation. The surgeon who advised and performed 
the operation must shoulder the burden of responsibility, not only of the 
patient living, but of his being benefited by the operation. He will hear 
from that patient for years to come. It is none of my business what he 
charges him. 

Now, change it about. I make the diagnosis, and advise operation. 
It may be an appendicectomy or an ovariotomy, or a tonsillectomy, or re- 
moval of adenoids. The patient depends on me. The operator assumes 
little responsibility. Any good operator would be willing almost to 
insure a successful outcome as far as the life of the patient is concerned. 

The operation performed successfully, and the patient having left 
the hospital, “as well as could be expected,” the surgeon’s responsibility 
ceases. Mine continyes for years. The patient still has, or may have, 
those pains for which we advi8ed operation. The child still breathes 
through its mouth or has tonsillitis. -Is $5 or $10 going to repay me 
for the responsibility, not only of the anesthetic, but of the whole opera- 
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tion? Or, if a success, is this to be the measure of my reward for my 
services? “But you should charge more in these cases,” says the sur- 
geon. We do, but by the same token they should charge less and leave us 
some margin to stand on. And, moreover, we should be able to assure 
our patrons honestly that they are not paying as they say, two doctors 
instead of one by going to their family physician instead of to the sur- 
geon direct. If surgeons would say, truthfully in such cases, when ren- 
dering the bill, “I am doing this work for Dr. X., who is sharing the 
responsibility with me. I charge my own patients more,” they would 
be simply doing justice to the patient and the physician and there 
would be less talk of a division of fees. 

The very nature of the case makes it impossible to make any com- 
parison between medical and surgical charges. Written or unwritten, 
there is always a standard of prices in a community as definite as a scale 
of artisan’s wages or the price of sugar and coffee. For visits and office 
prescriptions definite charges are made, varying within comparatively 
narrow limits with different patients and different physicians, but clear 
cut, well defined, subject to addition and subtraction. Let a well-to-do 
man die after a prolonged illness at his home, where he ought to be, 
unless needing hospital care for his own welfare rather than the con- 
venience of the physician, and the administrator asks, or may ask, for 
an itemized account which is rendered accordingly, set down in black 
and white, subject to addition and subtraction like a grocer’s bill. 


Let the same man die after anything that can be called an operation 
at the hospital, and there is no itemized account. No addition or sub- 
traction. Just one big bill. Now, understand me, please. It is not the 
one big bill that we object to. That, as the surgeon tells us, is none of 
our business; it is the fact that an exceedingly large number of these old 
cases go to the surgeons for some real or imaginary surgical ailment at 
some time in their fight against old age, and not a few die in the hospital 
that should die quietly at home in their own beds. 

Some of you may remember an address given by Dr. Roswell Park, 
of Buffalo, at the state meeting at Quincy several years ago on Borderland 
Cases of Surgery, or some such title. He showed that not only one organ 
after another had been invaded by the surgeon, but now surgery was 
claiming for its own one by one, all the so-called borderland diseases, be- 
ginning with appendicitis and gall-stone colic, and ending with gastric 
ulcer, Bright’s disease and exophthalmic goiter. Even in pneumonia, 
syphilis, tuberculosis, typhoid fever and obstetrics, if a physician is en- 
trusted with their care it is well to have a surgeon at hand in case of 
complications. 

I do not recall any of his statements, but the general impression left 
with me was that surgery, beginning as a branch of medicine, had grown 
until it had covered and claimed as its own all the borderland, leaving 
non-surgical medicine still clinging to measles and whooping-cough, and 
willing to be called Internal Medicine or any other name by which it 
could maintain its identity, and escape oblivion. 

When Balboa discovered the Pacific Ocean, he waded into it, sword in 
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hand, and in the name of the King of Spain, laid claim to the ocean and 
all the lands bordering thereon. The claims of Dr. Park and his fol- 
lowers for surgery are about as extensive. No, the surgical line is no 
longer a line, but a multiplicity of lines running in all directions and 
so interwoven that it looks like a seine, through which nothing big 
enough to fry is allowed to pass. 

A word of prophesy in closing: Surgery is no longer the mystery 
that it was a few years ago. More gencral practitioners will, in self- 
defence, make special preparation along surgical lines, and do all the 
surgery they can get and hold, and a few that have more nerve than con- 
science will always be found willing to substitute confidence for skill. 

Of course, there will always be the surgeon. The true specialist, who 
will not be ashamed to admit that there are fields in the realm of medicine 
that he has not had time or inclination to explore. And if he is a phil- 
anthropist as well as a scientist, he will use his high position to the 
benefit, not only of his brethren, but of humanity at large by helping to 
raise in the esteem of the public the general practitioner; the family 
doctor, without whose intelligent conscientious concurrence much of the 
best work and knowledge of the specialist must come to naught. 





THE CLIMATIC FALLACY.* 


LeRoy S. Perers, M.D. 
SILVER CITY, N. M. 

Years ago phthisiotherapists were usually of one opinion—send people 
afflicted with tuberculosis to a western climate, or one that offers dry air 
and sunshine for the most part the year round. In recent years the 
opinion of the best men throughout the country has been influenced 
more or less by their own observations in the treatment of the disease, 
and home treatment, or sanatorium treatment, in one’s own climate has 
in many instances been advised. The question of climate has been dis- 
cussed pro and con by the best writers throughout the world; but as yet 
no definite conclusions have been reached which permit us to say that 
any one climate is a specific in the treatment of the disease. Fair 
minded men are not held by any hard and fast rules, and usually consider 
the case from all standpoints before proffering their advice. 

Dr. F. I. Knight, of Boston, during the climatic discussion at the 
1905 meeting of the National Association for the Study and Prevention 
of Tuberculosis, gave utterance to as fair a remark as one would wish 
when he said: “It is strange that the factors of climate should have no 
effect on the individual with tuberculosis, when they certainly do have 
an effect on him when he has not tuberculosis.” 

I am a firm believer in climate. Coming west in a far advanced 
stage of the disease, and with a laryngeal complication which cost me 
my voice for eight months, and in two years’ time making an apparent 


*A Reply to Dr. J. W. Petitt’s Article in the ILLIno1is MeprcaL JouRNAL, Apri) 
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cure, I feel that I am justified in my climatic faith. All of this, too, 
in the face of arguments brought forward by some of the best men in 
the middle west against my coming here, for as they said, “You had 
better stay home and die easy.” And die I would, had I remained east, 
for every week found me losing ground, even while faithfully following 
the lines of treatment advocated by the best pulmonary specialists in the 
United States. The change of climate acted as a stimulant far better 
than all the drugs in the Pharmacopeia. My appetite increased, and in 
one week I had gained five pounds. When one is called to treat a case 
of typhoid fever he does not say, “Show me the darkest, dampest, filthiest 
room in the house,” but, on the contrary, he looks for one filled with 
good air and sunlight. So with climate in tuberculosis; get the country 
that will give you the greatest possible amount of air and sunshine out- 
of-doors the year round. 

That climate is not to be found in the north, in the south or in the 
east, but in the high mountainous regions of the west and southwest. 
Here in New Mexico, at an elevation of 6,000 feet, we think we have as 
ideal an all year round climate as can be found anywhere on earth. The 
winters are comparatively warm, while the summers are cool. The 
average maximum temperature in summer does not exceed 80 degrees F., 
and the sensible temperature, because of the absence of humidity, is not 
nearly as high. In winter the mercury during the day will stand at 50 
degrees F. in the shade, and as high as 120 degrees F. in the sun. The 
nights are cold, there being 30 to 40 degrees difference in temperature 
between day and night. This alone is one of the greatest stimulants 
known. The air is pure and not filled with the many disease producing 
organisms found in lower and damper regions. 

Before Fort Bayard was made a sanatorium for tuberculous invalids 
of the United States Army it was said to have the lowest sick report of 
any post in the country. Because of the turf covering the ground in 
this section, dust storms are almost an unknown factor. 

I can well see why patients with little means should be kept at home 
and given the best chance their home climate offers. We of the west 
are of the unanimous opinion that it is a crime to send a tuberculous 
invalid away from home to a far country when he is without means to 
live in idleness for at least six months. In advising a change of climate 
the physician should invariably ask the question, “Can you afford to 
stay idle and live in comfort for at least six montha to a year? If so, 
then go west and chase a cure in a well appointed sanatorium.” I say 
sanatorium, for it is my honest belief that tuberculosis can not be as 
successfully treated outside an institution as in one. The multitude of 
lungers thrown on their own resources in the many towns of the south- 
west, dying by the hundreds, are pitiable examples of the sacrifice of 
human lives to so-called home treatment of tuberculosis. That better 
results are obtained in sanatoria in the west and southwest than in the 
north and east I firmly believe, and as proof of this statement I shal 
append a table showing the results in 100 cases taken at random from 
the records of the New Mexico Cottage Sanatorium. Compare these 
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cases with the same class of cases treated in the north and east. An 
incipient case with us is a “rara avis.” They are kept home, vainly 
chasing the phantom “cure” until the disease has made such inroads that 
their case is all but hopeless. Then, with a pulmonary condition that 
words fail to describe, they are advised to go west in the endeavor to 
prolong their lives. These cases we get, and you can judge for yourselves 
the results obtained from a careful study of the table. 

Just why Dr. Pettit should use the title “Climatic Fallacy” I can 
not understand. The words sound harsh and unfair, when one con- 
siders the great work being done in the western section of this country. 
I believe he has a wrong idea of climate and its relation to tuberculosis. 
No one claims that it is the essential factor in the treatment, any more 
than one claims favorable surroundings an essential factor in the treat- 
ment of any disease. But that it does play a part, and not a minor one, 
any fair minded man must admit. 

In an article on blood pressure published in the Archives of Internal 
Medicine, I pointed out the fact that blood pressure on residence in a 
high altitude is increased; that with increase in blood pressure the 
patient tends to improve, the increase and improvement being coincident ; 
that our cases here average 25 mm. of mercury higher pressure than 
Thayer’s cases, which were those at low elevations, or practically sea level. 
It seems to me, as I stated in this article, that perhaps we have a clue 
to the improvability and curability of climate in the treatment of tuber- 
culosis. 

Dr. Pettit goes on to say that the majority of lungers going to the 
southwest die, and few stay to get well, or at least regain their health 
enough to become permanent residents. Let me say in contradiction to 
that statement that the greater part of the residents of Colorado, New 
Mexico and western Texas are, or were at one time, sufferers from tuber- 
culosis. Two-thirds of the population of Silver City, a town of about 
5,000 inhabitants, belong to that class, the majority of whom Dr. Pettit 
says die after reaching this country. The other third is made up of 
Mexicans, in whom tuberculosis is seldom known to exist. This very 
fact—the absence of tuberculous infection among the native population— 
seems to me conclusive proof of the purity of the climate of this region. 

The reference to the article in Collier’s Weekly is misleading, to say 
the least. The writer does not intend to convey the impression that the 
climate in this section is not of value in tuberculosis, but, on the other 
hand, is appealing to eastern physicians not to send poor consumptives 
to this section to be thrown on the towns for support. In this appeal 
we all heartily concur; for a man without means, and too ill to do even a 
little work, is far better off at home, where he can be well cared for by 
friends. This, however, as Dr. Pettit must surely see, is no argument for 
or against climate. 

The only apt quotation given by Dr. Pettit is more an argument for 
climate than against. Let me quote it here: “No advanced worker in 
this line would to-day, as was formerly done, place climate first in the 
order of therapeutic measures. Let it never be forgotten that hygiene, 
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diet, teaching and supervision must always come first, but granted that 
they are properly attended to, then enters the powerful réle of climate, 
reinforeing and accentuating the effects of these other measures, and 
yielding results that can not be approached, even with the same care and 
watching and food, in less favorable climates.” “One member of the 
committee that made this report,” says Dr. Pettit, “refused to concur” ; 
and here it is interesting to note that his one man lives in one of the 
most unfavorable climates in the United States. That he is sincere in his 
opinion I have no doubt, but that he is misguided in his judgment I am 
perfectly certain. 

Dr. Pettit says that it is almost impossible to obtain the proper food 
for tuberculous invalids in the arid regions of the southwest. If the 
doctor will visit Silver City I will agree to furnish him with an abund- 
ance of rich milk, fresh eggs and all the green vegetables fresh from our 
farm, together with other food products eyual to any in his more favored 
country, as he might call it. We have a ranch of fifty acres under 
cultivation, which furnishes all the summer vegetables in abundance, and 
a herd of cattle which supplies the sanatorium with fresh milk and 
cream. The cattle pasture on a range of 420 acres of fine grazing land— 
all this, too, in the arid regions of the great southwest. 

Dr. Pettit says, further, that the only people in the west who insist 
on climate are those who are ignorant of existing conditions elsewhere, 
or who are directly interested in keeping up the delusions. This is a 
harsh and unfair statement to come from a man whom I believe to be 
just in his attitude toward others of the profession. We are not high- 
way robbers west. We do not beg for victims of the white plague. We 
are not here for commercial reasons, but to treat tuberculosis as scien- 
tifically and as honestly as our professional brothers of the east. We 
never ask for patients ; they are sent to us by the best men in the east and 
middie west, which seems proof again of the climatic belief and not of the 
“climatic fallacy.” 

The acute diseases, as pneumonia, influenza and the acute infections, 
rarely, if ever, are seen as a complication of tuberculosis in this climate. 
These diseases do as much toward killing tuberculous invalids in the 
east as tuberculosis itself. In answer to Dr. Pettit’s questions, I can say 
from our own records that our cures are as long standing and as free 
from relapses as the same class of patients treated in the less fayorable 
climates. The average stay of patients in the sanatorium is from six 
to nine months; a higher average, I think, than most of our eastern 
sanatoria can boast. As to the impoverishment of families, I have never 
seen a case under our care that ruined the financial standing of relatives. 
On the other hand, in many deserving cases we have been able to secure 
help for the patient, thus giving him ample opportunity to get well. 

The last question, Why is it necessary to comply with the same con- 
ditions as are necessary to obtain success elsewhere? To me it is an 
absurd one indeed. It would be as sensible to ask, Why is it necessary to 
feed a patient when you are giving him iron for anemia? If we under- 
stood climate a specific, then the question might have some place in his 
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article; but knowing, as Dr. Pettit surely must, if he is conversant with 
the ideas of the best men west, that we consider climate only as a power- 


ful secondary factor, then his question is relegated to the realms of the 
ridiculous. 


Now, after studying the statistics as put forward in the following 
table, I will leave the question of the climatic fallacy to the honest 


judgment of any of my colleagues who may happen to read this contri- 
bution to climatic phthisiotherapy. 


Two cases came to us arrested. The remaining 98 give results as follows: 


INCIPIENT, 24 CASES OR 24+ PER CENT. 
i Ce. sca veehee oss 86e0hSEotensees 16 or 66+ per cent. 
cited oho ethos tan teeenened samen ed 5 or 20+ per cent. 
bib alede daa ehh heee dks 64s oe seh beebe ad 12+ per cent. 
MODERATELY ADVANCED, 24 CASES OR 24-+- PER CENT. 
i a. de. bed aatcaden cheueebaed 4 or 16+ per cent. 
PL: Cache viddas sUbn cnehdiad 464908 desgeed 4 or 16+ per cent. 
a bbaed <i ubs Soke 6 owes baceeedenees 14 or 58+ per cent. 
pueschs ONak bkihededte theeres babe’ 1 or 4-+ per cent. 
PTT TTT TUTTI TTT eTr TTT lor 4-+ per cent. 
FAR ADVANCED, 50 CASES OR 50 PER CENT. 
nba kus aed tee eehenses bnew 6 or 12 per cent. 
Pn ) /4 db ca sakdi chi hendesteeeiesueeed 8 or 16 per cent. 


a6 «bw caekh de Ue cde bG ene @bSS enn ee 13 or 26 per cent. 
pve EE TREO EE Te Pee Pe Ce 20 or 40 per cent 
e 





THE BORDERLINE OF MENTAL DISEASE.* 
FraNK P. Norsoury, M.D. 
JACKSONVILLE, ILL. 


There are era-making events occurring in this day and age, educa- 
tional movements, which are pointing the way of the growing sentiment— 
the world-wide sentiment—in the cause of humanity, wherein prevention 
of disease is the aim and object. As an index we have but to look at the 
International Congress on Tuberculosis which has just adjourned after 
holding its sessions in Washington. This great movement for the sup- 
pression of tuberculosis is but one of many which should concern the 
people. Among these is one which is an invasion into the field of clinical 
medicine of modern sociology, namely, the study of mental diseases along 
broader lines than those necessarily pursued by the clinician. 

Sociology considers the problem in its correlated position with refer- 
ence to all that concerns the social welfare of mankind. It is an endeavor 
to seek the ounce of prevention which in return is to give its hundreds of 
pounds of cure. It is in this respect a national problem, because it con- 
cerns the integration of a nation. Sweden recognized this, when, in 1847, 
the King delegated Magnus Huss to study the causes of disintegration 
which then threatened the social welfare of his nation. Huss found this 
source in alcoholism, which involved not only individuals, but families 
and communities, and true to Morels’ law of dissolution, was rapidly 
causing an increase of insanity, to say nothing of vice and crime. Then 


*Introductory remarks at the meeting of the Illinois State Conference of Charities 
at Rock Island, Oct. 12, 1908. 
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it was for the first time that the borderline of mental disease became a 
national problem. Laws were enacted which were an index of enlighten- 
ment of the growth of social instinct which seeks the common good, by 
cultivating even by coercion, the protection of the community through 
its individual members. To-day the problems of mental disease are more 
than ever before the people, and it is truly remarkable how little is 
known by the laymen, and even the medical profession in general, regard- 
ing mental diseases. Insanity is a result of natural laws which to-day 
are being studied by scientific men, with a view of determining not only 
their clinical significance, but with that greater purpose of prevention, 
and to teach the people how to live that mental disease may not occur. 
‘The people must first learn to see less of the horror, less of the curious, 
and more of the kindness, and cultivate true beneficent philosophy 
which comes from the consideration of “put yourself in his place.” 
Again, as a nation ‘and as a state, we must learn that we have this 
burden of the alienated in mind to bear, and to this end the state must 
study these laws through which these individuals have become its wards. 
The increase of insanity is a natural result of laws which have existed 
since man came upon this earth, and if all insanity now existing was 
blotted out to-day, ere to-morrow’s sun went down, it would reappear. 
Why? Simply because the laws of dissolution are a part of the omnip- 
otent laws of heredity. Heredity primarily has one great object, the 
preservation of the species, man. The borderline of mental disease when 
man feels the blight at the top, is but the order of events which follow 
cause and effect. In order to study this borderline state we must study 
the individual, his character, his personality, his nutrition, and all that 
contributes to innervation, fatigue, and disorder. Then we have a chance 
to preach the reversal of conditions thus contributing to disintegration. 
Then we can study conditions as they are, and in exhaustive measures, 
change the order of events. This means more than tentative measures in 
our therapeutics. This means more than mere suggestion as how to live; 
it means a conversion of the individual through -educational methods, 
coercive if necessary, so that prompt and early first aid may be given to 
the injured mind. This means a study of individuals. This means an 
easy and early way to hospital care. This means a revision of our laws 
which now look upon subjects of mental disorder as aliens from society, 
and treated under ancient and time-losing legal methods. Do you wonder 
that families hesitate to take steps toward the hospital, and are willing 
to use tentative measures in the treatment of borderline mental states, 
when to take these steps means to cast a reflection upon the retiring 
modesty and gentle womanliness of the patient by parading her before 
an ordinary jury of her peers? We need legislation that will put mental 
disease on an equal footing with ordinary, everyday disease, using such 
safeguards as will protect the property rights of and unjust discrimina- 
tion against the patient. Again, we need psychopathic wards attached to 
our general hospitals, where prompt first aid care may be given. Every 
city of 1,500 inhabitants needs, and urgently, too, such a hospital ar- 
rangement. The question of clinical study of mental diseases demands 
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urgent need, and physicians trained for the work must be provided, like- 
wise, nurses. 

Let me here say in passing, that nurses and physicians for this work 
must recognize it is a field demanding the highest order of intelligence, 
a moral force, a desire to serve, and a God-fearing belief in their mission. 
in every community there must be instruction in the causes leading to 
insanity, such as worry, high tension living, and poor personal and gen- 
eral hygiene. When this information is disseminated, and the people 
learn how to live, just as they are learning regarding tuberculosis, we may 
expect to see a reversal of our present insane hospital statistics. 

There is no reason why this should not occur. It is not impossible. 
The world movements noticed in Germany, Sweden, France, England, 
Ireland and the United States, wherein temperance in all things is being 
taught, will sooner or later bring society to realize that mental disorders 
are a part of the social disease as well as individual disease, and to pre- 
vent it we must all live right, do right, and believe in the eternal justice 
and goodness of God’s creation. 





THE PROBLEM OF THE PUBLIC CARE OF THE INSANE.* 


ApotpH Meyer, M.D. 
Director Pathological Institute of the New York State Hospitals. 
NEW YORK CITY. 


I shall never cease to be grateful for what seemed to be at first a harsh 
fate, that of finding myself as a new arrival in the service of a state in- 
stitution of Illinois at the very time when Governor Altgeld had estab- 
lished a sad record by partisan management of the state institutions. Dr. 
Hektoen had asked me one day whether I would care for a position as 
pathologist at Kankakee, where Dr. Dewey wished to organize the work. 
I happened to see Dr. Clevenger and to tell him about it and was not a 
little surprised at his informing me that he had just been decided on to 
be Dr. Dewey’s successor. I was then appointed by him; but thirty days 
after my provisional appointment I had to witness his sad breakdown, 
and to go through one of the most exciting moments of my medical 
career, that of having to explain to a board of three laymen what a path- 
ologist was, anyhow; what I was supposed to do and whether there was 
adequate reasons why they should countenance the introduction of such 
a position. Many heads had fallen in this inquisition. I survived with 
my salary cut in two. The experience was, however, worth what I lost. 
I saw the institution live through the interregnum, a wonderful testi- 
mony to Dr. Dewey’s administration and the safe routine that existed and 
the readiness of a few persons to meet the emergency almost as if they 
dealt with an every-day occurrence. 


*Delivered at the Illinois State Conference of Charities at Rock Island, Oct. 12, 
1908. 

















PUBLIC CARE OF THE INSANE—MEYER 595 


Then came a most interesting period of readjustment under the new 
State Board, composed of Miss Lathrop, Dr. Bettman and others, and 
under Dr. Clark Gapen, and gradually an approach to conditions which 
gave me a deep conviction of the justification of confidence in the great 
people of the west, such as I never could have gotten except through such 
direct experience. When in 1895 a call to take a position in Worcester, 
Mass., came, I had much to regret in having to leave my co-workers in 
the west. Had I made my start under different conditions I feel sure 
ihat I could never have made up for what I had learned in the state 
which was the home of Abraham Lincoln, that greatest personification of 
confidence in the good will and good sense of people, even under trying 
situations. I should certainly have been like so many others, unable to 
understand which is the strong element of the, at times, turbulent 
metropolis of the prairie and the great state to which it belongs. Having 
seen Illinois during a period of vehement fermentation and unrest, I 
could follow even the sad period of last winter, without much doubt as to 
who would win. There was certainly no doubt as to the quality of the 
members of the State Board, the kind of people back of them, and your 
Governor Deneen. 


{t was in Illinois that I turned from a narrower plan of*a life’s work 
in neurology, to one much broader, that of helping in the development 
of the care of the insane, and the gradual evolution of a definite policy of 
which I am called upon to speak to you to-night. It is a grand field 
for a life work for any, and full of opportunities in which I hope to 
interest you enough to make you feel that all of us can take our share of 
activity and satisfaction in it, and that we stand under the sign of posi- 
tive and constructive action. , 


As I come back to you, I find a remarkable progress here as elsewhere ; 
a strong and most energetic central board, and hospitals rising vigorously 
from a kind of glacial period of political domination; a State Board of 
wonderful constructive capacity and with achievements which I feel sure 
even the hostile forces can never wipe out; a State Board and hospitals 
which have given the other states many a valuable new thought and 
demonstrations of new possibilities. Here is a fertile ground for a lasting 
achievement. There still is much to be done. Illinois has a grand oppor- 
tunity. But for that it must uphold the best policy that. has ever been 
shaped for her. 

What I wish to give you is a picture of the great responsibility and of 
some new reasons why our people must move onward and reinforce a 
policy of construction and of unrelenting elimination of unprincipled 
party animosity. In the huge task of your Board of Charities there is 
one great field in which the physician is the agency to be relied upon for 
proper work. We find here the imsane, and the feebleminded and the 
epileptics and reformatory work. Out of this field I am requested to 
pick out the problem of the state in the care of the insane. What does 
that mean, “the insane”? I begin with the statement that we should not 
without reserve speak of “the insane” as a “special and well-defined 
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class,” but rather consider the side of action, that the state makes a 
special type of provisions. 

A fairly large number of our population is exposed or exposes itself 
more or less constantly to conditions in which they jeopardize the health 
of their brain so as to endanger their capacity of individual and social 
adaptation and efficiency. Many of the arising difficulties and disorders 
of balance are called merely nervousness; others interfere so deeply with 
the conduct and behavior, and even the possibility of conduct and be- 
havior, that a condition is reached in which the person’s judgment is so 
untrustworthy that he should not be allowed to drift to destruction un- 
aided like a rudderless craft; just as little would you leave a case with 
typhoid delirium without restriction. There are evidently conditions in 
which it has been found best to give the patient protection against him- 
self and at times even against his relatives and strangers, and it has 
become a law in most countries that a patient reduced in his capacity of 
self-conduct and self-determination shall be given the benefit of special 
supervision by authorities, and care in specially licensed hospitals, a few 
of them private, but most of them created by the state. 

Thus has arisen a gigantic and inevitable state monopoly of institu- 
tions in which these cases can be cared for. They are not merely a 
charity, for a class, but really the only places to which the great majority 
of our people must look for help in time of distress. The nature of the 
diseases there treated has led to the monopoly and the state must show 
itself equal to the task. It assumes a tremendous responsibility. Not 
only must it provide for the best possible medical treatment and for the 
physical welfare and comfort of its huge number of patients, but it must 
strive to make its institutions centers of progress, which must be con- 
cerned not only with meeting the emergencies of the day, but with the 
more far-reaching problenis of prophylaxis and the stemming of the tide 
of increase. The institutions for the insane are indeed the nucleus of a 
far-reaching special provision. Who are the objects of this provision? 
When we mention the insane and mentally defective, the large number of 
even supposedly well-informed persons, among them many physicians, 
think of a mass of unfortunates who are hopelessly wrecked, to be 
segregated as much as possible, provided with proper care and kept from 
complicating the life of the normal and adding to the number of the 
degenerated. With this goes another misconception, even more serious 
than that of thinking merely ‘in terms of the “insane class.” It is the 
notion of “once insane always insane,” which is a grave misconception. 

I wish I could give you exact figures as to how many now in active 
and responsible life in the community have been in our hospitals for 
months, or one, two, three, ten and more years, and as to how much time 
of efficient life has been restored to them by the stay at the hospitals. 
(Or I should like to take the over 20,000 patients who figure on the New 
York statistics of 1900 and find out what has become of them, and then 
what had become of the accessions.) Most of these facts are not obtain- 
able, owing to the insufficient way in which the data are collected by our 
inadequately organized official departments. But we have some reliable 
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figures after all. The number of cases admitted from their homes per 
year reaches the ratio of between one-fifth or one-sixth of the total num- 
ber figuring as capacity of our hospitals; an equivalent of a little over 
25 per cent. of this number leaves the hospital restored to their previous 
standards, that is, recovered and capable of taking care of themselves; 
and easily 25 per cent. more become well enough to get along at home, 
while the remainder swells the ranks of the more permanent hospital 
population, more than balancing the deaths. The actual care of the 
recoverable cases in the hospitals takes from a few months to several 
years; 25 per cent. of those who recover demand a hospital residence of 
over one year and quite a few must therefore perforce be part of the 
more permanent hospital population for two, three, four, six or eight 
years, which therefore must be kept up to a mark, with an atmosphere 
of activity and hopefulness, and not as indifferent provisions for the 
incurable. There is no patient who can not be benefited by adequate 
attention. (Thus is the character of the diseases?) 

Another point showing the grave responsibility of the work: the 
statistics of 1905 in New York showed that the total death rate in the 
institutions per year was 8 per cent., but that 40 per cent. of all the 
deaths occurred among patients in the first year after admission, which is 
15.6 per cent. of those admitted within a year. You thus see the great 
responsibility resting on a hospital in connection with its admission rate. 
Some of the deaths are inevitable; others are not and may take away 
recoverable persons. That is a point on which we should have statistics 
to determine the efficiency of hospitals. How many recoverable cases are 
lost annually from avoidable causes? Insanity is still less a unit or 
homogeneous mass when we want to work in prevention, in the field to 
which the work is bound to extend. 

A little scrutiny would show at once that there are a great variety of 
mental disorders of very different meaning and nature, and that there are 
also considerable differences in the various strata of our community. I 
studied the mental disorders due to alcohol in my observations at the 
Worcester Insane Hospital, Massachusetts, and found striking differences 
in percentage. Among the men of Protestant Massachusetts stock com- 
mitted to the hospital only 9 out of 100 had some form of alcoholic 
insanity, while among the men patients born in Ireland 50 per cent. had 
characteristically alcoholic disorders, a striking evidence of the differences 
of the problem of prevention in the two strata of population: Compara- 
tive statistics of country and city districts worked up by the Willard and 
St. Lawrence hospitals bring out the fact that while a city of 12,000 
furnishes 15 per cent. with general paralysis, rural districts furnish only 
6 or 5 per cent., showing the difference in the frequency of syphilis in 
these regions. Qn the other hand, the country districts as compared 
with the cities furnish more than twice the number of agitated depres- 
sions, strong evidence that the country has its own faulty ways of meeting 
difficulties. All this suggests that differences in conditions make them- 
selves felt and that the matter of insanity is not merely the fatal and un- 
analysable result of our active life. The suburban counties of the metro- 
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politan district of New York have only from 2 to 4 admissions per 1,000 
inhabitants per year, while the average for Manhattan Island is 8 to 9 
per 1,000. Yet the commuter’s life is far from being free of care, and 
the excess of the patients furnished by the more densely populated dis- 
tricts can hardly be laid altogether at the door of the inevitable degen- 
eracy. All those forms of mental disorder which vary according to 
locality suggest an inquiry into the possibility of changes in the condi- 
tions, but, for this, one must know the patients and their conditions, and 
at the same time the locality and its conditions. 

All these facts are put together here to show that the care of the 
insane, and prophylaxis which should render many such cases unnecessary, 
can not very well be separated. Up to to-day we can safely say that no 
systematic and well-informed efforts have been made to achieve this. It 
is doubtful whether the hospitals can do their share unless we obtain 
organized cooperation with the people from whose midst the patients are 
recruited. Here then is a great and eminent opportunity: Our hospitals 
must not only be the centers of curative activity, but, since in all chronic 
cases prevention must come to the front, the hospitals must act even 
beyond the hospital walls on what information they gain in the care of 
the cases, and our state authorities must be given all the support that a 
far-sighted policy can give. This is a task hardly realized as yet except 
by a few hospitals in which a so-called after-care movement has been 
initiated, in the sense in which I discussed it in the New York reports. 

A modern plan of handling the problem demands in the first place a 
sufficient organization of the work within the hospital. When I came 
to Kankakee that was ridiculous. Only six physicians for 2,200 patients, 
and one of them claimed that he would be able to do the whole work 
himself! And, being the only Democrat, he became acting superintendent 
daring the crisis. One physician to 50 or 60 cases in the treatment 
services and one to every 250 to 400 cases in a colony service are the very 
outside figures of what the best physician might do. The size of the 
hospital should not be greater than a superintendent with a well-organized 
staff can intelligently handle. The maximum size should not exceed 
1,200 cases, or 1,500 at the most, and even then, and still more in larger 
hospitals, the work must be subdivided more clearly among several physi- 
cians of experience to attain efficiency and so as to attract as many 
first-class physicians as possible. Where efficiency is continually sub- 
ordinated to economy, where the work is grind and devoid of development, 
we drive out every ambitious person from our medical staffs. Your State 
Board is working hard to obviate this and it is a most serious issue. 

The medical work in our hospitals has become a more and more 
responsible task. ‘To-day to ensure good work in a model hospital every 
patient is given a most thorough examination, which must be more pains- 
taking than in a general hospital because our patients rarely can be de- 
pended on to draw the attention to oversights, which therefore are 
apt to occur and to be specially lamentable. To assure accuracy and 
control the result of the examination and the patient are presented to 
the entire staff in at least three consultations and discussions while at 
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the institution. No trouble is spared to get the facts for intelligent action 
and advice. An agent is in direct contact with the physician and with 
the patient and also with the relatives outside while the patient is at the 
hospital, so that efficient simultaneous work can be expected concerning 
the adjustment of the conditions under which the patient had become ill, 
with a purpose similar to that of a Board of Health in providing for 
disinfection and quarantine in the sphere of the diseases that come under 
its charge. 

Such a plan of work is all-important with diseases which take some- 
times months to develop under conditions which, so far, the hospital 
has not considered it its duty to investigate. Chronic diseases are not 
properly handled by mere patching up. It is necessary to go to the root 
of the evil, to straighten out the environment, and to prepare the patient 
to he able to meet reasonably the difficulties which can not be removed. 
That must in part be the duty of the state, and it can only fulfill: it in 
cooperation with the friends and communities which are supposed to form 
the healthy environment fit for any one to live in. To simply deplore 
from year to year the increase of insanity and to get into periodic panics 
over the necessity of building more hospitals, is not doing the work at 
the right spot and to the best advantage. But to achieve this we have 
to make proper provisions and see that the work is actually done. We 
are inevitably pushed to the conclusion that each hospital must be the 
eenter of organized work in its district with the help of the profession 
and all those who will take an efficient interest in public and individual 
help. 

Your State Board has done excellent constructive work to improve the 
inner working of your institutions and to create the foundation for the 
culminating step of efficient management of the greater problem. Illinois 
is to-day in the lead, largely through the strenuous efforts of Miss 
Lathrop, in bringing about natural relations between the nursing forces 
of the state hospitals and the general hospitals. The eminently sound 
principles with which these relations have been put down are bound to do 
a great deal to bring the whole question of the care of the insane on a 
sound foundation. Such relations must spread in a wider public the 
information about the actual conditions to be dealt with, and with it con- 
fidence in the possibilities of doing a great deal of efficient and profitable 
work. In one of these points is the facilitation of the early care of the 
insane pending commitment. We physicians realize more and more that 
voluntary commitments and emergency commitments should be made use 
of much more extensively in order to prevent a patient, during a critical 
period of his life, passing through many hands; this can only have a 
bewildering effect upon him and really is at the bottom of many condi- 
tions erroneously supposed to be necessary parts of the disease. Most 
states of violence and extreme excitement are artefacts of mismanagement 
and ignorance of how to deal with patients. There is a crying need for 
humane and sane provisions all over the country. In the days when I was 
in Illinois, jury trials were obligatory to give a patient the benefit of 
care in hospitals. They then were made optional. Such a barbarous 
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usage is enough to distort the whole sense of the procedure, which should 
be protection and care of the patient by the state along the lines of quar- 
antine principles, and not infliction of formalities which some escaped 
or insufficiently recovered patients have induced legislatures to inflict as 
a routine on many patients who do not want them, in order to have some 
chance to escape the, to them objectionable, limitation of freedom. 

Dr. William L. Russell lately worked out and read at the Conference 
of the New York superintendents a committee report on the actual con- 
ditions of the insane pending commitment, a document which should 
be widely spread so that people may have a chance to realize the folly and 
insufficiency of the provisions which I am sure exist not in New York 
state alone. ‘To this day, the jails are used extensively, in keeping with 
the tradition of court procedures. We must do more even, than merely 
create poorly equipped detention hospitals. This after all is only a 
shabby step from the horrible and disgraceful jail method. We should 
have a few nurses at least in every general hospital, who would be able 
to attend to any emergency, either in a hospital ward or an ordinary 
hospital room. Wherever there are medical schools, provision should 
be made especially to show the young physicians the nature of the 
emergencies and the proper ways of handling them, either among the 
general patients of a hospital or in special psychopathic divisions. Under 
no circumstances should a division for the reception of mental cases be 
made part of an almshouse, as occurs in certain communities, because 
this inevitably leads to a desire to keep cases cheaply, and to the perpetua- 
tion of wrong notions on the part of the public. Open the general hos- 
pitals and get general hospital nurses, or obtain nurses on emergency 
call from state hospitals! The wide call for psychopathic hospitals is not 
merely a sentimental cry to avoid the, unfortunately, existing notion of 
stigma; but it is a call to secure proper care for individuals who need it 
badly, a type of provision which every general hospital should be able 
to give at least transitorily. 

To sum up then: 1. The care of the insane is to be organized so that 
care is given at as early a date as possible, that is, before the time where 
nowadays commitment is thought necessary. 

2. Adequate provisions must be made pending the transfer to the 
specially organized hospitals. 

3. The hospital must be properly organized with adequate treatment 
divisions where it is possible to become thoroughly acquainted with all 
the facts about the patient before his ee nanenens into the ordinary 
observation wards for a more lasting stay. 

4, Even in the wards for the supposedly more shale cases standards 
must be maintained that provide for the 25 per cent. or more recoverable 
cases whose disease lasts more than a year. 

5. Adequate provisions must be made to become. thoroughly ac- 
quainted with the outside conditions under which the disorder developed, 
and with the possibilities of an adjustment before the patient returns, 
together with the extension of such help as may be advantageous to the 
patient and to his friends on his return from the hospital. 
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6. General organization of work must be carried out in the locality, 
according to its needs, among the various types of the community, not 
only with regard to alcoholism and the spreading of syphilis, but also 
with regard to healthy methods of living generally; also possibilities of 
keeping the mind balanced with a due share of recreation and rest, and 
satisfaction with the returns of everyday toil. 

This and nothing short of this, is the task for the care of the insane, 
as we understand it to-day. There is the problem! How can a state 
solve it? 

To be equal to this task it is necessary to co-ordinate the forces 
properly. The state consists of fairly definite hospital districts. The 
hospital must make it possible for the superintendent to be the organizer 
of the work not only in the business and medical arrangements of the 
hospital, but really in the whole activity of the district. Only a man 
of that capacity is worthy to be superintendent of a hospital for the 
insane. To make it possible he must have a medical staff capable of 
similar aspirations and adequately trained to meet the emergencies. In 
this respect the co-ordination of the hospitals into a state unit makes 
possible the working of a central institute which is to be not only a place 
of research, but the place of training and equipment of the physicians for 
the special work until enough of the medical schools are capable of pro- 
viding adequate courses for all physicians. 

The central institute must help each individual hospital to a complete 
organization of its work, not in buying laboratory outfits to be stored 
away and covered with dust, but to meet the demands of the day. When 
I first came to Kankakee there positively was less medical equipment 
available than I should personally have ventured to depend on to go into 
general practice-—and all that in a hospital for 2,000 patients, with a 
corps of physicians who were thus reduced to a standard of practice with 
which they should have been unfitted for competition with ordinary 
practice outside. Conditions began to change, and they have changed, 
and they will change more yet until standards are generally established 
and under control. The hospitals will rise to the ambition of being 
leaders in the distribution of information, the imitators of helpful ac- 
tivity and the contributors to research, and will be examples of the gen- 
erally accepted axiom that only he who is progressive is capable of hold- 
ing his own. To give the hospital physicians that standing and training 
your State Board has created the central institute. 

If we ask ourselves why have the hospitals gone through so many 
fluctuations, we must admit that it is largely through fluctuations in the 
leadership, and the preposterous dependence on that big game which our 
people are not willing yet to abandon, the expansive and demoralizing 
game of politics in the sense of enrichment of the adherents to a party 
organization and jealousy about funds used with different principles. It 
is absolutely essential that the intelligent people of a state like Illinois 
band together to enforce with both parties the endorsement of its strong 
and efficient well-tried and well-supported central body, call it State 
Board of Charities, or whatever you like; a body which can save the 
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energies of the man in charge of our public institutions by giving them a 
chance to do their work instead of being pestered by unprincipled political 
interference. 

The main issue seems to have been whether or not Illinois wants to 
give a chance to the best equipped persons it ever had to do any work 
at all. Regardless of the fact that the time of our officials is crowded 
with duties, and that uninformed investigators are wholly incompetent, 
legislative committees have been touring and interfering for weeks with 
the routine of hospitals where an investigation by trained persons should 
have peen obtained, satisfying at the same time the questions of the 
legislature, and the anxious questions of the people, not with a mere 
’ yclume of opinions, but with facts which can be used. 


The organization of a leading and stable board must, of course, depend 
in part on local conditions, and, above all things, on the type of persons 
available for the task. My familiarity with the home-rule system of 
Massachusetts (not unlike the one in Scotland), and the centralized 
system in New York, tells me that they are good models worth studying 
and capable of adaptation. If well organized, the New York plan would 
appear to me best; but in some respects its principles can be combined 
with those prevailing in Massachusetts. The board of Iowa seems to be 
too closely limited to business interests. Such a system as that of New 
York, if it embraced also the care of the defectives and dependents outside 
of insanity, should in many essentials work more efficiently than other 
plans. With its three paid commissioners, if at least their duties are 
clearly assigned, with several deputy physicians for medical inspectors, 
and at least one business doctor (to quote W. H. Allen’s efficient de- 
mocracy) to look out for efficiency in the business departments, with 
one or more persons competent to investigate the facts in complaints 
about the nursing or local blunders in the care pending commitment, 
with a capable general secretary, a competent statistician, and a central 
institute of instruction and research, any state could have an ideal organi- 
zation. 


In addition, one might well consider having some non-paid commis- 
sioners, and a check and balance attained by a body like the State Asso- 
ciation on Mental Hygiene (see C. W. Beers, “A Mind That Found 
Itself”). The chief point is that each hospital should unite those fit to 
take an interest in the after-care and prophylaxis movements. The dis- 
trict associations will be the agencies of most fundamental activity. 


. There is an immense amount of work to be done and there is no use 
in trying to do it unless the working force and the task are decently 
balanced. The state loses annually large sums through supposed economy 
on account of the utter inefficiency of what is attempted, and in our 
special field on account of the fact that most that is being done is—and 
we have reasons to be proud of that—to make the hospitals attractive so 
that larger numbers of patients resort to them, whereas, practically 
nothing is done to make the work thoroughly efficient by reaching at the 
same time the source of the evil. 
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The financial solution of the problem is a task for the student of 
administrative life and economy of the state. My claim is that an effort 
should be made to get away from the everlasting patchwork policy and 
lowering of per capita cost. Just as we take a general census of the 
population every ten years, and as we take our inventory in our business 
enterprises, so we should collect at least every five years the facts con- 
cerning the whole problem of the defective, the demands on the system, 
and the estimates of the cost of various modes of solving the problem. 
unprejudiced by a fixed sum such as the legislative committees are often 
forced to start from. With the help of the annual or bi-annual reports 
and some additional work, special committees, composed of competent 
workers from the state system and from universities and business con- 
cerns, should review what is done in the state and elsewhere so that 
recommendations can go before the intelligent people and become axioms 
which no political party can neglect. 

There is no doubt that the introduction of civil service principles has 
been a first step away from party régime. But it is only a first step. The 
less regulations and the more reliance on the integrity and the trained 
judgment as to who is wanted, the better it is for the hospitals. Do not 
limit yourselves to your state for supply; do not think that the civil 
service creates the candidates. Those who need them have to look them 
up. Civil service at its best is simply a control of normal competition, 
but it should not become a blocking of it nor a protection of poor em- 
ployés and a creation of false positions of preference. 

At no time has the problem of the insane had a more favorable out- 
look than to-day. More and more people realize that there is something 
to be done. More and more agencies are being created which can become 
helps in the guidance of movements. The problems of the insane must 
become a problem of the mental health of our community. It is not only 
that which belongs to the asylum, as the old phrase used to be, but it is 
any mental unsoundness that we have to dread as much as anything that 
our Boards of Health are fighting against. It has taken centuries to 
disclose the possibilities and responsibilities in this direction. There is a 
wave of a spirit of responsibility going over our country again after a 
period of uncertain groping and surrender of the over-rigid New England 
conscience and of the stern sense of duty, and nothing but duty. Let us 
not forget that soundness of mind is the first issue of the success of a 
nation, and let us see that our nation becomes the leader in systematized 
efforts in efficient prophylaxis. Let us shape the hospitals for the insane 
so that the experience collected there gets among the profession and the 
people and that the untold misery of disease may be balanced by our 
minding the lesson to our advantage, and to that of posterity. 
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STATE BOARD OF CHARITIES AGAIN ENDORSED. 


Perhaps the most significant feature to readers of THe Journat of 
the recent State Conference of Charities at Rock Island was the large 
part of the six sessions devoted to medical subjects. Twelve of the 
twenty-four papers on the program, or 50 per cent., either were distinctly 
medical in tone or gave partial attention to topics of concern to physi- 
cians. This shows the conference recognizes the value of expert advice 
and seeks it freely regarding charity service that has medical adjuncts. 
And this is true of the method of the conference in all its times of 
activity. It hunts out facts. It acts on facts. Hence, it has climbed 
to a position of distinct confidence among the people of the state, a con- 
fidence deep rooted because the organization is non-partisan and non- 
sectarian. Its sole aim is to improve the public and private charity 
service and the public correctional service. 

In view of the recent political investigation of our state charitable 
institutions, with all its beating of tom toms and burning of red fire, 
it is a novel and refreshing experience to see these institutions through 
the eyes of an alert, expert, non-resident physician. We refer to Dr. 
Adolph Meyer, formerly of Kankakee Hospital, now director of the New 
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York State Pathological Institute of State Hospitals for the Insane, 
professor-elect of psychiatry in Johns Hopkins University and director- 
elect of the clinic in psychiatry in Johns Hopkins Hospital under the 
large donation of Mr. Henry Phipps. Dr. Meyer would and could have 
been retained at Kankakee had not ward politics prevailed in our state 
government. How much Illinois has lost by the removal of Dr. Meyer 
can only be imagined by those acquainted with the man and his.great 
talents. 

Dr. Meyer, in the course of his conference address on “The Problem 
of the Public Care of the Insane,” reprinted in full elsewhere in this 
issue of THE JOURNAL, said: 

“As I come back to you I find a remrkable progress here as elsewhere ; 
a strong and most energetic central board (of charities) and hospitals 
rising vigorously from a kind of glacial period of political domination ; 
a state board of wonderful constructive capacity and with achievements 
which I feel sure even hostile forces can never nip out; a state board 
and hospitals which have given the other states many a valuable new 
thought and demonstrations of new possibilities. Here is fertile ground 
for a lasting achievement. There is still much to be-done. [Illinois 
has a grand opportunity. But in that she must uphold the best policy 
that has ever been shaped by her.” 

These statements are in harmony with editorials appearing in recent 
issues of THE JOURNAL. 

The Illinois State Conference of Charities heartily agrees with Dr. 
Meyer, the expert, and differs from the cheap politicians who sought 
to retain a hold on the public charity service by condemning the bravest 
and most competent board of charities the state ever had. In resolutions, 
adopted unanimously, the conference declares its sentiments as follows: 


Resolved, That the Thirteenth Annual Conference of the Illinois State Charities 
indorse the excellent work and approve of the program which was carried out 
by and contemplated for future service of the Illinois State Board of Charities; 
and further, that we sincerely indorse the foresight and judgment of Governor 
Charles 8. Deneen in appointing this non-partisan, earnest and expert state board 
of charities. 

Resolved, That we respectfully petition the governor of the state of Illinois 
and the Forty-sixth General Assembly, soon to convene, that the work of improv- 
ing existing state charities be continued and that it be further expanded so as to 
include the establishment of a state colony for epileptics, a state sanitarium for 
the treatment of tuberculosis, and that improved and modern facilities be created 
for the care of the feebleminded; that the work of the visitation of children be 
more ample, so that thorough supervision of this most important charity be not 
neglected; that we indorse and approve of the commission recently established 
for the purpose of improving the condition of the blind in Illinois, and that we 
respectfully urge a liberal, wise and needed aid to be given to this deserving 
movement. 


As if to give additional emphasis to its endorsement of the State 
Board of Charities and its recognition of the medical profession, the 
conference elected as president Hon. William C. Graves, of Springfield, 
executive officer of the state board, and as secretary Dr. Frank P. 
Norbury, of Jacksonville, an efficient member of the [Illinois State 
Medical Society. Mr. Graves is not.a politician. He is devoted to the 
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administration of public charity. He is in close sympathy with the 
medical profession and has shown his friendship for medical advance- 
ment in and out of the state public charity service. 

With Dr. J. W. Pettit as president of the Illinois State Medical 
Society and Mr. Graves as president of the Illinois State Conference of 
Charities, there is every reason to believe that these men will endeavor 
to assist each other in an honest, strenuous, practical endeavor before 
the coming legislature to improve the laws of Illinois in such funda- 
mentals as are of common interest to the militant state societies they 
represent. They have an important service to perform. 

Tue Journat feels that the medical profession and the general 
public have every reason to place confidence in Presidents Pettit and 
Graves and to stand solid as a rock at their backs during the trying 
session so near at hand. 





QUESTIONS IN CHEMISTRY SUBMITTED TO APPLICANTS 
FOR LICENSE BY THE ILLINOIS STATE 
BOARD OF HEALTH. 


Dr. Willis G. Tucker, professor of chemistry in the Albany Medical 
College, said to be a veteran teacher of chemistry in its relations to med- 
icine and an educator of ripe experience, in the July number of the 
Albany Medical Annals reviewed the questions prepared for the exam- 
ination of applicants for license by the Illinois State Board of Health, 
Oct. 23, 24, 25, 1907. The questions, five in number, were as follows: 

1. What is valency? 

2. What characteristic reaction would ozone or hydrogen dioxide have 
on potassium iodide? 

3. Complete the formula (sic): Na,SO, + 2C + CaCO, =. 

4. What is formed by treating hydrochloric acid with manganese 
dioxide ? 

5. Complete this formula (sic): K,0, + 2C =. 

Dr. Tucker comments as follows: “I have been engaged in teaching 
chemistry in a medical school and elsewhere for over thirty years, and 
have no hesitation in saying that this paper is entirely inadequate and 
absolutely worthless as a test of a man’s knowledge of chemistry as related 
to medicine and in determining his competency to practice medicine. 
Only two of the questions, the second and fourth, have any bearing upon 
medicine, and, while the fourth is simple enough, it is comparatively un- 
important for the reason that chlorine is not ordinarily generated on a 
large scale in the manner specified. The first question might be retained 
if the number of topics had been greater, but to give so much weight to 
a matter like valency in a medical examination is entirely unjustifiable. 
The third question has to do with the chemical changes taking place in 
the manufacture of soda ash by the old process, and, while proper enough 
in its place, is of no more interest or importance to the student or prac- 
titioner of medicine than the canals of Mars. The last question assumes 
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the existence of an oxide of potassium that I never heard of and which 
has, I believe, no existence. The examiner had in mind the reaction tak- 
ing place in the manufacture of metallic potassium, which I conceive to 
be a procedure as far removed from everything medical as the manufac- 
ture of furniture polish or shoe blacking. This paper may be objected 
to on the lawyer’s grounds—that three-fifths of the questions are incom- 
petent, immaterial and irrelevant. The possession of such information 
proves nothing as to medical competency, and the lack of it should be 
allowed to debar no man from securing his license. I doubt whether one 
member in ten on our state boards, save perhaps the examiners in chem- 
istry, could get 40 per cent. on such a paper as this.” 

The editor of the New York Medical Journal, in the issue of August 
1, says: “We agree entirely with Dr. Tucker in his strictures, and we are 
also of his opinion when he says that no medical school could fit a man 
to pass such an examination unless, indeed, it wasted time that ought to 
be devoted to really medical instruction. Dr. Tucker thinks that many 
state examining boards are improperly constituted, that unfit persons are 
selected as their members, and he would have them made up of those who 
have had experience in medical teaching. We would add, in medical 
practice also. Evidently the average state examination is no trustworthy 
criterion of a candidate’s title to the license to practice.” 

In the New York Medical Journal, Sept. 5, 1908, Dr. Egan appears 
with a letter with a confession that Illinois is the great state criticised by 
Dr. Tucker. Unfortunately the letters of Dr. Egan and the answer 
thereto by Dr. Tucker in the October 17 issue of the New York Medical 
Journal are too long to be quoted in full in our columns. We simply call 
attention to this discussion in order that our members may look up and 
read the letters. 





SURGEON AND GENERAL PRACTITIONER. 


We have received and print in this issue of Tur JourNnaL two com- 
munications from medical men in different parts of the state which have 
a bearing on this important subject. From a number of different sources 
we have intimations that this is a subject receiving a great deal of con- 
sideration, and it is well known that certain abuses have arisen which 
are not creditable to the good name of the medical profession. We trust, 
therefore, that these articles will be read by all of our readers and that 
we shall have in the future a further discussion of this subject. A free 
and fair discussion of this problem will, we hope, enable the practitioners 
of Illinois to come to some reasonable conclusions on the subject. 





CHICAGO MEDICAL INSTITUTES. 


An important case was recently decided in the United States Circuit 
Court of Appeals, which sustained the findings of the lower court against 
one Edward R. Hibbard, of Oak Park, Ill.. This man will spend two 
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years in the Chicago House of Correction, besides paying a fine and the 
costs ofthe prosecution of his case. It is hoped that the prosecution and 
conviction of this character will do much to call attention to the work of 
institutes and so-called specialists in many of the larger cities of the state. 
These people have transgressed the laws of God and man without let or 
hindrance for so many years that the time has come when a change is 
imperative. Full details of the case in question are to be found in the 
Journal of the American Medical Association of Oct. 17, 1908, on page 
1330, and they should be read by every member of the Illinois State 
Medical Society desirous of bringing about a better condition of affairs 
in the commonwealth. 





BARGAIN COUNTER SURGERY. 

The following advertisement appears in the Pawnee, Sangamon 
County, Il]., Herald and is worthy of note as an evidence of the tendency 
of the times to bring medicine and surgery on a par with department 
store methods. Of course comments on the appearance of such avertise- 
ments in the secular press are unnecessary : 


| Cure Rupture 
PILES 


In One Treatment 
KNIFE 


NO TRUSS 


PAIN 
WITHOUT LOSS OF TIME 


Testimonials Furnished 
SPECIAL PRICE 
Until APRIL FIRST, 1909 


$25.00 
Write or cali on 


-§. L. REEFY, M. D. 
Edinburg, ill 





THE COUNTY MEDICAL SOCIETY. 


In the August issue of the Southern California Practitioner is to be 
found a most excellent article by Dr. John W. Flinn, of Prescott, 
Arizona, on the subject “The County Medical Society.” The author 
gives as his.reason for choosing this subject in the annual essay before 
the Arizona Medical Association, “that in his opinion this is the one of 
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all subjects which most vitally concerns the members of the medical 
profession of to-day.” To substantiate this statement the author calls 
attention to the amazing progress which has obtained in the industrial 
world because of organization. The rise of life insurance medical fees 
is mentioned in this connection and the author further states: “Gentle- 
men, show me a medical profession well organized and I will show you 
a power which in twenty-five years will shake the strongholds of disease 
to their very foundation stones.” 

“The first benefit of the county medical society that is of importance 
is that it enables the medical men in each community to become ac- 
quainted. The encouragement of envies, jealousies and unfriendliness 
that have existed in the medical profession has been largely due to a lack 
of acquaintance between the individual physicians. It may be safely 
axiomated that no one man has a monopoly of all the virtues, any more 
than are all the vices combined in any one. Indeed, we are all very 
much on a level in this respect. The man of marked virtues is the man 
who dives headlong into vice; and the man who never makes a slip is 
not likely to accomplish any very great moral reform. Let us be broad 
minded enough to look at all the sides of a man’s character, and then 
we will not be very apt to condemn many. But, you say, Doctor A. is 
a pure son-of-a-gun, and I know it! Very well. The strong proba- 
bilities are that he thinks the same of you, and he is just as likely to be 
right as you are. Get together and talk the matter over, and perhaps 
you will find out that you are both wrong. “There is so much that is 
bad in the best of us, and so much that is good in the worst of us, that 
it doesn’t behoove any of us to talk about the rest of us.’ ” 

The second benefit of the county medical society is that it leads to 
cooperation among the members of the profession. “Cooperation, as 
its derivation implies, means simply working together; what in ball 
parlance is called team work. The man who tries to practice medicine 
alone is making a great mistake. The field is so large and the interests 
involved are so varied and so many that no one man can keep in touch 
with them all without constant help from his fellows.” He mentions 
a few methods of accomplishing cooperation: “(a) Men can cooperate 
in raising the level of professional decency in their community. (b) Men 
can cooperate in encouraging healthful consultations. (c) Men can co- 
operate in raising fees and insisting on a fair remuneration for medical 
services. (d) Men can cooperate in stamping out criminal operations 
in their community. The following resolutions passed by the Yavapai 
County Medical Society are self-explanatory and have certainly had a 
very beneficial effect. At the meeting of May 7, 1906, the following 
resolutions were unanimously adopted and the secretary instructed to 
send a copy to each member of the society : 


Wuereas, It is apparent that quite a number of criminal abortions have been 
performed in Prescott during the past few months, and 

Wuesreas, Such practice is contrary to the spirit of our profession and the 
constitution of our society; therefore, be it 

Resolved, (1) That any member of this society who shall persist in this crim- 
inal work shall be promptly expelled from membership; and (2) that this society 
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will, in the future, do all in its power to have criminal abortionists punished by 
law; and (3) that the secretary be instructed to mail a copy of the resolutions 
to eath member of the society. 

“At the regular meeting-of the society held Dec. 14, 1907, the follow- 
ing resolutions were unanimously adopted : 

Wuenreas, Any medical practitioner is very liable to be unjustly blamed for 
inducing abortion and miscarriage; and 

Wuereas, It is the sense of this society that no effort should be spared to 
keep the name of all physicians clean; thercfore, be it 

Resolved, That the members of this society agree to refuse to attend a case 
of abortion or miscarriage without a consultant, it being understood that in case 
of extreme hemorrhage or other conditions dangerous to life such temporary 
measures shall be necessary to maintain life until a consultant be secured. 

“(e) Men can cooperate in securing public health legislation and in 
having competent medical men appointed as health officers.” 

The third benefit of the county medical society is to afford its mem- 
bers an opportunity for carrying out a systematic course of medical 
study. “Men will soon lose their first enthusiasm in matters medical 
if you do not continuously provide them with some tangible work. By 
the way, herein lies the secret of success in medical society management : 
‘Give each member something to do all the time.’ In society matters as 
elsewhere, work is the great leaven that leavens the whole lump. Osler, 
in his masterly farewell address to the medical men of America says, 
that unity, peace and concord are what are especially to be desired and 
sought after in our profession. In another of his inimitable addresses 
he refers to work as being ‘the master word in medicine,’ and, gentlemen, 
this master word will do more than anything else to bring about that 
greatly-to-be-desired condition of unity, peace and concord in our societies 
and in the profession at large.” The author closes his address by men- 
tioning the postgraduate courses of study which are published in the 
Journal of the American Medical Association, and the benefit which may 
be derived from a systematic course of medical study. 

The reasons quoted above from Dr. Flinn’s address for the existence 
and maintenance of a county society are well worth our careful considera- 
tion. We may have heard these same arguments presented before, or 
others equally as good, but, as the man who puts a new breakfast food 
on the market everlastingly keeps the name of this all-to-be-desired 
cereal before the public, so we are sure that organization and its benefits 
must be taught and preached again, and then some more times, to keep 
its importance constantly in the minds of society members. 





SPECIAL PRACTICE IN HOLLAND IS LUCRATIVE. 


Marten Maartens, the popular Dutch author, in a recent English 
magazine article on the national life of Holland, makes the following 
statement: “The most lucrative profession is, of course, here as every- 
where, medical specialism. The law is less productive than in most 
countries, for Dutch procedure is comparatively cheap. The medical 
professor with a vogue may earn anything he chooses.” 
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Correspondence. 


THE SURGEON AND THE GENERAL PRACTITIONER. 
To THE Eprror. LEBANON, ILL., Sept. £, 1908. 


My Dear Doctor:—In the two latest editions of your journal you 
have shown some disposition to give the general practitioner a chance. 
to express himself on the question of fee division, medical graft, or what- 
ever you may wish to call it. The surgeons have settled the whole thing, 
and evidently think it is settled for good. Truly they have used so many 
bad names that a self-respecting physician is afraid to express a different 
view. The surgeons are writers and have access to the columns of all 
medical journals. They are accustomed to writing for publication, and 
I have felt myself to be a fool to even in my mind take issue with them. 
However, they are not right. The present relation between surgeon and 
physician and surgeon and patient can not continue without great injury 
to the profession and to the people. 

Tt must be admitted that there is some good in the regular members 
of the county and state society. If the majority of these are corrupt, 
then the profession is hopeless even with an incorruptible surgical body. 

I want to suggest that you take a vote of these members on this ques- 
tion and then publish the result. The best questions I have seen sent out 
are those by Dr. Lanphear of St. Louis. Coming from a surgeon there 
may arise a doubt as to his sincerity, but from you those questions 
answered by your subscribers would cover the whole ground. I have said 
that this matter could not remain as it is without great injury to profes- 
sion and public, and as part proof of this, and at the risk of being tedious, 
I am going to describe my own experience and the conditions in towns 
near me. 

My position is the same as that of every other experienced.and trust- 
worthy practitioner. In the first place I never had a patient who wanted 
me to call a certain surgeon or any surgeon. No surgeon in the world 
could come into my town and operate on my patient unless I had advised 
it and insisted on it. I can recommend or reject a faker or a man of wide 
attainments and my judgment is final, on me rests the responsibility for 
the result of the operation and the size of the-fee. If I allow a man to 
charge the price of a patient’s home I am the one who suffers, so also if I 
bring in a brutal or drunken surgeon. The patient depends on me and 
shudders at the prospect of the surgeon’s visit. I never yet had a 
consultation where the surgeon did not ask me what the patient could 
pay, and I have always noticed that they feel like they have earned 
about as much as the patient can rake up. In addition to that, most of 
my patients bring me the money to pay the surgeon. The patient 
depends on me to say if an operation is necessary. It is popularly 
believed that surgeons are going to cut, and the question of operation 
is left to me, for final decision to be made by me and the sugeon jointly, 
but never by the surgeon over my advice. The patient depends upon 
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me to see that too much or too little is not done. He depends upon 
me to see that he is not overcharged. The surgeon depends upon me 
to carry out an intelligent and faithful after-treatment, to safeguard 
his reputation, to collect his fees. Now, where do I come in? I have 
raised my fees 3314 per cent., but that does not help me one bit when a 
surgeon can charge $250 for two hours work and I charge $1.50 per visit. 
To go back a year: One operation in which a surgeon was paid $150 I 
attended the child three weeks and got $57.00. The surgeon had to 
wait three months, I waited nine. Another surgeon’s bill $500, mine 
$25; another surgeon’s bill $150, mine $24; another surgeon’s bill $150, 
mine $47; another surgeon’s bill $250, mine $100; another surgeon’s 
bill $150, mine $150, after three months’ attention. 

In another town this matter is arranged by a plan by which a surgeon 
of no reputation, and possibly no integrity, comes at any time of night, 
operates without questioning the diagnosis, and is paid by the local physi- 
cian a fee of $50.00 to $100 cash. The local physician then charges as 
much as he can get out of the patient. How horrible for the patient and 
degrading for the profession! Yet how much better than my own method. 

I know other physicians who will not have a surgeon except when 
forced to, and that means not at all. I know physicians with large prac- 
tices who do not have one surgical operation in five years. You can’t 
blame them. Nobody can guess what a strange surgeon will say or do, 
and these things can only be done best for the patient where there is a 
close business and friendly relation between physician and surgeon. 
When this is so the busy physician soon learns from the studious and 
leisurely surgeon that it is safer for the patient to open his belly after a 
mule kick or to remove his gall bladder or appendix, to sew up the uterus, 
ete., and thus they work together for the best interests of humanity. 
This question ought to be settled by the best men of the profession, and 
not by the worst. There is not any use to expect any interest from the 
city physicians, because they work in cliques and the surgeon reciprocates 
with them in one way or another. 

Just one thought more, and that is with regard to secrecy. Patients 
ure not interested in what division of fees is made, and if a lump sum 
were charged for all services, no physician would object to making public, 
if necessary, his share of it were it an equitable division. I would not 
for the world give data of-this sort which would seem to reflect on my 
friends, the surgeons. It is the system I object to and not the individual. 
I could not practice without the aid of my professional brethren. My 
letter is written because of your invitation. 

Yours very respectfully, 
J. H. Furenam, M.D. 
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ADAMS COUNTY. 


September Meeting. 


The September meeting of the Adams County Medical Society took the form 
of a clinic conducted by Dr. John Lincoln Porter, of Chicago, who spent the time 
from 8 until 1 o’clock seeing and examining patients assembled in Blessing Hos- 
pital. About 20 cases of all varieties of orthopedic deformity and paralysis were 
demonstrated. He did an osteoclasis on a case of genu varum, and also operated 
on a case of hip-joint disease by the rapid method, whereby extension and abduc- 
tion were obtained at once. Theré was an attendance of some 37 physicians both 
at the clinic and at the scientific meeting which followed the luncheon at the 
Hotel Newcomb. Dr. Porter gave a masterly and authoritative address on “Tu- 
berculosis of Bone Structures,” with particular reference to the hip and spine. 
He gave the newer treatment of such lesions by the Beck bismuth injection, and 
his thorough presentation of the subject was most interesting and instructive. 
At the conclusion of the address a most hearty vote of thanks was given the dis- 
tinguished guest, who has become a favorite with the profession of this part of 
the state. 

Dr. W. W. Kuntz, of Liberty, Ill., was elected to membership by a unanimous 
ballot. C. A. WELLs, Secretary. 

October Meeting. 


The Adams County Branch met in regular monthly session October 12, in the 
Elks’ Club Rooms, with Dr. J. B. Shawgo in the chair. Others present were: 
Drs. Robbins, Brenner, Lierle, Shawgo, Kirk, Ericson, Bloomer, Gilliland, Rice, 
Blickhan, Christie, Sr. and Jr., Pendleton, Gabriel, Knox, Williams, W. W. Har- 
rison, Meyer, Pfeiffer, Ashton, Montgomery, Haxel, Groves, Werner and Wells, 
also Dr, D. H. Rice, of Colorado Springs, and Dr. Bearmah, of Quincy. The 
routine business was then transacted, after which the communication from the 
Board of Public Instruction of the A. M. A. was then taken up. The society 
heartily approved of the plan to supply instruction to the public through lectures 
by medical men, and the matter was, on motion, left to the Program Committee 
to investigate the plan and report. Luncheon was served at the Hotel Newcomb, 
after which Dr. F. M. Pendleton addressed the society on “Purulent Conjunctivi- 
tis,” giving a concise and scientific treatment of this most important affection of 
the eye. The large number of general practitioners present were most thor- 
oughly interested and instructed by the paper. Dr. L. H. A. Nickerson gave a 
clinical report of a case of intratracheal growth which occurred in a subject 65 
years old. A postmortem specimen of the trachea and larynx was shown, in 
which a low tracheotomy was done without relief of the dyspnea and stridulous 
breathing, since the growth was found about 24% inches below. A report from 
the State Laboratory showed tubercle bacilli in a specimen of sputum sent from 
this case. The opinion of those present was that the growth was carcinomatous, 
but as yet no section had been examined microscopically. 

C, A. WELLS, Secretary. 


CLARK COUNTY. 


The Clark County Medical Society met at Dr. Hall’s office, Westfield, Ill, 
Oct. 7, 1908, at 2 p. m. Members present: Bradley, Duncan, Ryerson, Anderson, 
Johnson, Hall, S. W. Weir, Burnsides, Mitchell, L. J. Weir. Visitor: Dr. Hinkley. 
Dr. E. M. Duncan presented a paper on “Acute Intestinal Indigestion.” The sub- 
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ject was discussed by all present. Dr. S. W. Weir quizzed upon “The Etiology 
and Pathology of Acute Gastro-Intestinal Intoxication.” A discussion followed 
by several members present. Dr. Joseph Hall presented “Cholera-Infantum” in a 
systematic, thorough manner, Time would not permit of discussion. The program 
committee offered the following, which was by common consent adopted, and on 
motion and second the secretary was instructed to have same printed and sent to 
each member. 
Program for Siw Months—Place of Meeting, Marshall, 

November, 1908.—Anatomy of Liver and Gall Bladder, Anderson; Physiology 
of Liver, R. H. Bradley; Cholecystitis, W. W. Bruce. 

December, 1908.—Cholelithiasis, (1) Chemistry of Bile, (2) Etiology, Symp- 
toms and Treatment, Ryerson; Carcinoma of Liver, Symptoms, Diagnosis and 
Treatment, E. M. Duncan. 

January, 1909.—Anatomy and Physiology of Kidneys, R. A. Mitchell; Acute 
Nephritis. Symptoms, (1) Albuminuria—Prognosis, (2) Uremia, Treatment, G. T. 
Rowland. 

February, 1909.—Demonstration of Complete Analysis of Urine, 8S. W. Weir; 
Chronic Nephritis, (1) Parenchymatous, (2) Interstitial, G. W. Prewett; Differ- 
ential Diagnosis of Acute and Chronic Nephritis, H. Y. McCullough. 

March, 1909.—Catarrhal Pneumonia, Etiology, Pathological Anatomy, Symp- 
toms and Physical Signs, L. A. Burnsides; Croupous Pneumonia, Etiology, Path- 
ological Anatomy, Symptoms and Physical Signs, W. W. Bruce; Treatment of 
Pneumonia, R. H. Bradley. 

April, 1909.—Anatomy of Eye and Adjacent Structures, L. H. Johnson; Dis- 
eases of Eyeball, Including Refraction, L. J. Weir; Conjunctivitis, Catarrhal, 
Purulent, Joseph Hall. L, J. Wetr, Secretary. 


COOK COUNTY. 
CHICAGO MEDICAL SOCIETY. 

A regular meeting was held Oct. 14, 1908, with the President, Dr. A. C. Cot- 
ton, in the chair. 

“The Cutaneous and Conjunctival Tuberculin Reaction in Tuberculosis,” by 
Dr. Freiherr Clemens von Pirquet. 

“Artificial Immunization in Human Tuberculosis,” by Dr. J. Denys. 

Adjourned. 

ENGLEWOOD BRANCH. 


- 

At the last meeting of the Englewood Branch, Oct. 6, 1908, a very large and 
enthusiastic audience listened to what was considered by all present to be one of 
the most interesting, if not the best, program ever given by the Society. Several 
very interesting clinical cases were exhibited, which were the subject of discus- 
sion. J. F. Hultgen, the principal essayist of the evening, was on hand promptly 
with a complete outfit of charts, photographs, microscopical slides, microscopes 
and pathological specimens, which he used in the elucidation of the subject. In 
his perfectly characteristic manner, he proceeded to give the Society a complete 
and comprehensive outline of the world’s work up to date with reference to the 
differential diagnosis of acute and subacute meningeal infections. Dr. Hultgen 
has devoted a large part of his time for the last three years in the study of the 
blood. The Society was very much pleased and instructed by his classifications 
of the blood findings in meningeal infections. These served to impress the So- 
ciety with the salient facts pertaining to differential diagnosis. Dr. Hultgen was 
very enthusiastic with regard to the use of the lumbar puncture as a means of 
rapid differential diagnosis early in the disease, stating that at the time when 
the diagnosis was of the greatest moment the clinical findings frequently failed 
completely. 

E. A, Streich discussed the treatment of meningeal infections by first showing 
a patient treated by repeated lumbar punctures and injections of Fiexner’s serum. 
That the patient exhibited had true sporadic cerebrospinal meningitis was shown 
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by bacteriological examination. Both Dr. Hultgen and Dr. Streich were much 
impressed with the wonderful effects following the injection of Flexner’s serum. 
Isaac A. Abt, who kindly consented to visit the branch and open the discussion, 
brought out a number of interesting points in the discussion of the papers. A. P. 
Horwitz discussed “Eye Findings” in meningeal infections, after which the dis- 
cussion was closed by the essayists. 

While the Englewood Branch holds meetings all during the summer, we con- 
sider last Tuesday night’s meeting as the opening meeting of the year, and the 
large attendance proved very gratifying to the officers. The Secretary desires to 
announce the following program for the November meeting: 

“The Diagnosis and Treatment of Bone Lesions” (exclusive of fractures), J. 
P. Webster. The discussion will be opened by Emil Beck. William H. Bohart 
will also read a paper on some of the newer methods in the treatment of surgi- 
cal infections. A cordial and fraternal invitation is extended to every doctor who 
is interested in the science of medicine to visit the Englewood Branch, which 
meets at the Englewood Hospital, Sixtieth and Green Streets, on the first Tues- 
day night of each month at 9 p. m. sharp. 

Clinical cases will always be welcome and every courtesy will be extended both 
patient and doctor by the officers of the Society and by the hospital management. 

We try to make this part of the program as interesting as possible. There- 
fore, Doctor, you are cordially invited to bring in any instructive cases and 
thereby add to the common knowledge. 

C. Hupart Lovewe., Secretary. 


ADDISON’S DISEASE. 


Case Reportep sy P. C. Boomer. 


Miss F., aged 28. Four years ago began to suffer from cerebellar pain and 
backache in lumber region. Three years ago brown spot appeared on right malar 
region which spread over entire body in six months, knuckles and lips first. 
Mucous membranes also maculed. Menstrual flow diminished and interrupted, fell 
into asthenic state and suffered with rheumatism and sciatica. Patient has never 
had severe illness or injury to which this condition ean be related or traced. The 
tuberculin test by injection is negative. During the past year there has been con- 
siderable improvement from the use of suprarenal gland of which the equivalent 
of one or two have been taken daily. (From sheep.) There are now some fugitive 
pains and ringing in the ears, also cerebral disturbances which cause imaginary 
conversations and the presence of animals and persons all with sinister intent. 
Menstruation is regular but scanty, feels generally better, stronger and happier 
and is really improving physically. The pigmentation seems to be fading on the 
forehead; the impression is that the whole skin is distinctly lighter than six 
months ago. 

CASE OF FATAL HEMORRHAGE FROM THE LIVER. 


LurHer JAMES Oscoop, M.D., anp G. I. Hagan, M.D., Cutcaco. 
Mr. H., seen for the first time February 15, at 10 p. m. Died next day at 10 
a. m., about sixteen hours after first taken ill, which was about 6:30 p. m. of the 
evening when first seen. 

History.—On this evening at about 6 o’clock he ate supper, part of which was 
canned salmon and canned tomato soup. Shortly after supper he was seized with 
pain in the epigastric region and a desire to evacuate the bowels. This was not 
unusual to him, as he had often experienced this after eating, and had always 
been guarded against eating solid food, which seemed to aggravate these attacks, 
for a long time he had lived on soft and liquid food mainly. On this occasion he 
went to the bathroom, had a large bowel movement and vomited the entire mee! 
he had just eaten. Following the vomiting his pain became much more intense. 
A physician sent for, gave him some anodyne for the pain. But it became more 
severe. Not being able to secure the doctor again later in the evening, I was 
called and saw the patient at about 10 o'clock. 

Patient a young man of 26 years; six feet in height, well nourished, weight 
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about 170 pounds. He was restless and evidently in much pain in his stomach. 
No more vomiting. Pulse 84, temperature 99, respiration 36. Head and chest, 
negative. No history of venereal or renal trouble. Not anything important from 
the abdomen except as mentioned, the pains after eating solid food or a large 
meal, The abdomen above the level of the umbilicus was in state of boardlike 
rigidity. Very tender over the epigastric region and relative dullness over the 
left hypochondriac region a few inches below the rib margin. The right and left 
lower quadrants were negative. It seemed impossible to make out just what the 
illness was. But acute gastritis seemed the most plausible. The pain was con- 
tinuous in character. He was given a hypodermic of morphin and atropin, which 
soon eased him so he slept till 1 a. m. when the pain woke him. He got up and 
went to the bathroom again to move the bowels. While there he had great pain 
and suddenly collapsed. He was taken to bed. When seen again he was in state 
of shock. Pulse small and thready, about 160; respiration shallow and temper- 
ature subnormal, body cold and clammy. At this time a tumor mass could be 
felt in the epigastrium to the left. He was too far gone to intelligently answer 
questions, and was restless. He died at 10 a. m. 

That afternoon a postmortem was held by Dr. L. J. Osgood. A large quantity 
of blood was found free in the abdominal cavity. A large solid tumor occupied 
the lower lobe of the liver. The liver margin was about four finger breadths 
below the ensiform. The liver structure stretched over it in places no more than a 
quarter of an inch in thickness. The left border of the left lobe was ruptured 
from the hemorrhage pressure. The stomach had an oblique position with the 
pyloric end pointing toward the anterior superior spine of the ilium. It had the 
long narrow shape of an infantile stomach. The subsequent findings of the case 
were worked out by Dr. Osgood, who will present the gross specimen and micro- 
scopic findings. Fatal hemorrhage from the liver appears to be a very rare oc- 
eurrence except when due to trauma. In this case the hemorrhage probably was 
due to rupture of vessels due to pressure necrosis. It was comparatively slow, 
taking from seven in the evening to one or two in the night before the rupture 
of the liver occurred, evidenced by the sudden shock and collapse after getting up. 


PRELIMINARY REPORT OF POSTMORTEM ON MR. H. 


Autopsy was held ten hours after death. A young man about 26 years old; 
6 feet in height, and weighing 175 pounds. Body very well nourished. No 
edema of ankles or other parts. Rigor mortis present. Some slight bluish dis- 
colorization of dependent portions. Skin was very anemic where not discolored. 
No other findings on inspection. 

Abdomen.—Normal amount of adipose tissue. Peritoneum smooth and shiny. 
Abdominal cavity contained 1500 c.c. of red serum and many small and large 
blood clots. 

Liver Microscopically.—Below costal margin on the left side. Two small hard 
nodules which were connected with tumor mass on the under surface near esoph- 
ageal incisure. They were composed of calcareous material. At extreme border 
of the left lobe the liver had ruptured, and from this point had come the blood 
found in the abdominal cavity. The tumor was covered almost over its entire 
surface with a thin layer of normal liver tissue, the tumor only being visible on 
the anterior lower surface. Right lobe and spigelian lobe were normal, no other 
tumors being found anywhere in liver substances. 

Microscopically.—Tumor mass was made of large cells, some of which contained 
more than one nuclei. Also in stroma was seen many involuntary muscle fibers 
with characteristic cigar-shaped neuclei. Scattered throughout all sections were 
seen areas which had undergone calcareous degeneration. Some young connective 
tissue present. In some places you could see the large cells proliferating from the 
bile ducts. The cells were without doubt eareinoma cells and the starting point 
was from the bile ducts. 

Diagnosis.—Primary carcinoma of the liver starting from the bile ducts. Gall- 
bladder and large ducts were normal. 

Stomach.—Peculiar in shape. Cardiac end was normal but began to narrow at 
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the center and grew gradually smaller until pyloric end was reached. Cause: 
Pressure of tumor over the pyloric end of the stomach. No tumors or ulcers 
found. 

Large and small intestines, normal; appendix, about ten centimeters long and 
free from adhesions; spleen, no enlargement; on section was very anemic; heart 
and aorta, no atheroma, no changes in heart muscles or valves; lungs, slight 
edema in lower lobes posterior; marked anemia; kidneys, normal in size, 
cut surface very anemic, no evidence of any pathological changes, ureters normal 
in size and number. Male genital organs were free from pathological changes; 
bones, no changes; nervous system, not posted. 


CHICAGO SURGICAL SOCIETY. 
Regular Meeting, held May 8, 1908. 

A regular meeting was held May 8, 1908, with the President, Dr. A. J. 
Ochsner, in the Chair. 

TRAUMATIC EPILEPSY. 

Dr. Alex. Hugh Ferguson reported a case of traumatic epilepsy, in which 
he obtained a favorable result from operative intervention. 

Dr. D. W. Graham said ‘that many of these cases are followed by a period 
of apparent recovery after -operation, then recurrence takes place. Some of 
these cases apparently recover permanently, although the lesion found at the 
operation was not sufficient to account for the symptoms and for the mani- 
festations. While the case reported by Dr. Ferguson seems to present a good 
basis for the claim of having been cured, yet we are not certain the patient will 
be permanently cured by the operation. Regarding hernia of the brain, it is his 
understanding that we do not have hernia cerebri unless there is infection.* 

Dr. Julius Grinker does not agree with Dr. Graham that unless there be in- 
fection there can not be hernia cerebri. He would expect hernia in any brain 
deprived of its bony and dural coverings. 

Dr. E. J. Senn quoted Dr. W. W. Keen as saying that it is impossible to have 
a hernia cerebri without infection. 

Dr. D. A. K. Steele thinks that possibly in the case of Dr. Ferguson there 
was an old or latent infection which did not manifest itself on the surface of 
the Brain, but was a deeper infection because before the eventual recovery of the 
young man there was a discharge of turbid fluid and subsequently of pus. In all 
cases of hernia cerebri he has seen there has been infection. 

Dr. Ferguson, in closing, said he thinks every surgeon teaches that there are 
two kinds of hernia cerebri, one, which is due to the brain tissue protruding in 
the direction of least resistance, when there is a destruction of brain tissue, 
as he found it in a recent case treated aseptically. There was no infection in 
that case. There was no meningitis. There was nothing to indicate an infection. 
- There was no elevation of temperature afterwards. 

PAPILLOMA OF BOTH OVARIES. 

Dr. Alex. Hugh Ferguson recounted the details of this case and described 
the operation performed. 

Dr. Daniel N. Eisendrath said there is one step in Dr. Ferguson’s treatment 
which he believes is to be commended, and that is preliminary drainage by means 
of a capillary drain thus gradually relieving the intraabdominal tension. The 
sudden withdrawal of large quantities of fluid from the abdomen during opera- 
tion is at times a source of considerable shock and sometimes a very vital factor 
in determining the outcome. 

Dr. A. J. Ochsner pointed out that in these cases of papillomatous cyst of 
the ovary the recurrence is practically in the region of the broad ligaments, and 
that by Temoving the uterus, together with the ovaries and tubes, and grasping 
as far down the broad ligament as possible, without injuring the ureter, the 
secondary infection is obviated, following the removal of the growth, and that 
although there may be secondary implantations of the papilloma upon the sur- 
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face of the visceral peritoneum, the intestines, or parietal peritoneum, those 
implantations may be destroyed naturally, and there will not be any per- 
manent secondary implantations. 

CARCINOMA AND ADENOFIBROMA OF THE BREASTS. 

Dr. Ferguson said that a short time ago he removed two breasts from a 
woman, 49 years of age. The right one he removed without going into the axilla, 
because, in his opinion, it was an innocent growth, being of eleven years’ stand- 
ing, and not giving any trouble except its size. It was an adenofibroma. In 
the left breast there was the retracted nipple, and this was a case of scirrhus 
of the breast with a typical history. The two conditions were present in the 
same woman—carcinoma of one breast and adenofibroma of the other. 

The two breasts were demonstrated by Dr. Fred C. Zapffe, Dr. Ferguson’s 
assistant. 

Dr. E, M. Brown exhibited a young man from whom he removed the hepatic 
flexure of the colon for carcinoma, Jan. 15, 1908. He also reported the case 
of Mrs. W., 53 years of age, upon whom he operated for the removal of a tumor 
of the submaxillary gland. 

Dr. Samuel C. Plummer reported the following cases: Case of simultaneous 
Gritti-Stokes and Pirogoff amputation; case of double uterus, and a case of 
tumor of the spinal cord. 

Regular Meeting, held June 12, 1908. 


A regular meeting was held June 12, 1908, with the President, Dr. A. J. 
Ochsner, in the Chair. 

Dr. Dean D. Lewis and Dr. E. S. Rosenow presented jointly a specimen of 
primary thrombophlebitis of the portal vein. _ Infarction of the intestines due to 
thrombosis of the mesenteric veins is not so very rare as a complication of some 
other diseases. The most common causes of secondary thrombosis are diseases of 
the liver accompanied by a descending thrombosis of the portal vein, general 
diseases—septicemia or cachexia—inflammatory and malignant disease of the 
systemic venous radicles anastomosing with those of the portal system. The 
case reported by these authors is rare, in that it is, strictly speaking, a 
primary thrombosis of the portal vein and its radicles, without any preceding 
involvement of the liver, intestines, or the anastomosing systemic radicles as far 
as could be determined by the history and autopsy. 

Dr. Arthur Dean Bevan has never seen a case of this kind in his surgical 
work. Gangrene of the bowel from involvement of the blood supply is not very 
common, because there are now in the literature a number of cases reported, 
most of them being due either to an obstruction of the superior mesenteric 
artery, or the inferior mesenteric artery, or to obstruction of the superior or 
inferior mesenteric vein, and in many of these cases there has been some definite 
reason for the lesion. 

Dr. E. Wyllys Andrews recalls a case of thrombosis and resulting gangrene 
of a segment of the intestine supplied by one of the mesenteric veins. Most of 
these cases have been diagnosed not before operation, but upon the operating 
table or at autopsy. He prided himself in one case for having made an early 
diagnosis of thrombosis and gangrene of the intestine. No operation was 
deemed possible. The patient died in a few hours and autopsy showed circulatory 
ileus. In another instance, a young woman in a neighboring city presented 
symptoms of intense ileus, and on operating he found what he had first sup- 
posed was gangrene of the entire small intestine. Upon further exploration he 
found considerable normal-looking intestine beyond the gangrenous part. He 
resected eleven and one-half feet of the black necrosed part. The patient bore the 
operation well, and lived about a week thereafter. It was almost an operative 
recovery, but the gangrene later extended and a new crisis occurred that cost 
her her life. 

HERNIA, 

Dr. E. Wyllys Andrews gave an illustrated talk on hernia in general, which 

was discussed by Drs. Ferguson, Bevan, Graham and Eisendrath. 
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FULTON COUNTY. 


The eleventh annual meeting of the Fulton County Medical Society was held 
in the Churchill House in Canton, Oct. 6, and was called to order by President 
Blackstone. A fee bill for the county-was reported by Dr. Sholes which was ordered 
printed and a copy mailed to each physician in the county. Secretary-treasurers’ 
report showing a balance on hand of $51.17 was read and adopted. The following 
officers were elected: President, Dr. A. C. Cluts, of Ellisville; vice-president, Dr 
F. Robb, of Farmington; second vice-president, Dr. J. E. Coleman, of Canton; 
secretary-treasurer, Dr. D. 8S. Ray, of Cuba; necrologist, Dr. P. H. Stoops, of 
Ipava; membership committee, Dr. J. E. Sutton, of Canton; board of censors, Dr. 
J. W. Connelly, of Farmington; delegate, Dr. D. 8. Ray, of Cuba; legislative com- 
mittee, Dr. W. E. Shallenberger, of Canton. : 

The following new members were elected: Dr. I. L. Beaty, of Fairview; Dr. 
J. 8S. Barton, of Cuba; Dr. W. D. Nelson, of Canton; Dr. E. O. Onoin, of Sum- 
mum; Dr. C. M. Wilmot, of Cuba; Dr. C. E. Axline, of Bryant. 

Applications for membership were referred to membership committee.  Presi- 
dent Blackstone presented his annual address. Dr. Shallenberger gave some inter- 
esting points on some legal matters that are not generally correctly understood by 
the profession. Dr. Stoops gave a. paper on the pathology and physiology of the 
parts concerned in typhoid fever, but as the rest of the symposium was not present 
discussion was postponed and the subject was set for the next meeting. The fol- 
lowing members were present: Drs. Cluts, Blackstone, Wilmot, Ray, Stoops, 
Connelly, Sutton, Coleman, Boynton, Hays, Shallenberg, Richardson, Scholes, 
Simmons, Reagan and Kirby. Seventy-three dollars and fifty cents was collected 
as dues. D. 8S. Ray, Secretary. 


LAKE COUNTY. 


The Lake County Medical Society met at The Gables in Waukegan, August 31, 
1908. Dr. C. S. Bacon, of Chicago, addressed the meeting on “Puerperal Eclamp- 
sia.” The following officers were elected for the ensuing year: President, J. C. 
Foley; vice-president, C. R. Galloway; secretary-treasurer, W. H. Watterson. 
The next meeting will be held at Parish House, Waukegan, October 29, at which 
meeting Dr. W. A. Evans, of Chicago, will give an address on “Tuberculosis,” 
and other addresses will be given. 


PERRY COUNTY. 


The Perry County Medical Society held its meeting in Pinckneyville, IIL, 
September 23. Dr. F. P. Gillis, the president, was in the chair, but Dr. Smith, 
of Cutler, the Secretary, being absent, Dr. R. D. Pope, of DuQuoin, was appointed 
secretary pro tem. We were unprovided with a program for this meeting, but 
usually have some interesting clinical reports. Our county now has the same 
fee bill, and as a general thing, are very harmonious in our relations. Dr. 
Burch, lately settled in DuQuoin, was voted into the society. Drs. Oscar Mead, 
Roe, McCandless, Holdman and Templeman, of Pinckneyville, and Drs. Adles and 
Burch, of DuQuoin, are on the program for some interesting topics for our next 
meeting, Oct. 8, 1908. R. D. Pope, Secretary pro tem. 


MENARD COUNTY. 


The Menard County Medical Society held its semi-annual meeting at Hotel 
Smoot, Petersburg, October 15. The officers elected were: President, Dr. Her- 
man Rothert; vice-president, Dr. O. A. McIntosh; secretary-treasurer, Dr. Irving 
Newcomer. A banquet was served at which Dr. W. A. McIntosh presided as toast- 
master, Mrs. J. W. Cheaney and Mrs. F, P. Elridge responded to toasts. 
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MONTGOMERY COUNTY. 


The Montgomery County Medical Society held its annual meeting in Litch- 
field, Wednesday, October 14, 1908. The sessions were held in the parlors of 
the St. Francis Hospital. . 

A clinic on rheumatism and heart disease was held by Dr. J. Ellsworth Smith, 
of St. Louis, assisted by Dr. Wm. Elder. 

Officers for the ensuing year were elected as follows: President, Dr. P. M. 
Kelley, of Litchfield; vice-president, Dr. W. W. Douglas, of Hillsboro; secretary- 
treasurer, Dr. H. F. Bennett, of Litchfield. 


VERMILION COUNTY. 


The Vermilion County Medical Society met at Lake View Hospital at 8 
p. m. Oct. 12, 1908. The board of censors reported favorably on the following 
names: C. W. Poole, E. L. Winslow, C. E. McCarty and O. P. Klotz. A ballot 
showed that E. L. Winslow, C. E. McCarty and O P. Klotz were elected to mem- 
bership. This was the second clinical meeting of the year and proved that such 
occasions are far more attractive than the usual set program of papers. Dr. E. 
B. Cooly presented a case of obscure diagnosis which at first presented marked 
indications of gallstone obstruction and later presented some typical indications 
of gastric malignancy, these all disappearing and at the present time leaving the 
diagnosis in doubt. 

Dr. 8S. C. Glidden presented a case originally operated on for acute fulminat- 
ing appendicitis, after which the wound healed kindly, all but a small point. A 
second operation was done to remove this small diseased area, which again re- 
fused to heal, and at a third operation some of the diseased tissue was sent to 
the Chicago Laboratory for examination, and the report showed that the tissues 
contained tubercle bacilli. The area still, after a year’s time, has small fistulous 
tracts under the skin and there is some infiltration and tenderness. 

On account of some members having to leave for a distance, recess was taken 
to partake of a delightful lunch provided by Miss Northwood, the superintendent, 
and her staff of nurses. 

Dr. Cochran presented a specimen of fibroid uterus operated on with complete 
recovery, and Dr. Walton presented a specimen of large fibroid of the uterus 
complicated with pregnancy at about the fifth month. On account of the late 
hour, the discussion of the cases of Cooley and Glidden was postponed until the 
next meeting. Adjourned. E. E. CLark, Secretary. 





NEWS OF THE STATE. 


PERSONAL. 

Dr. Otto T. Freer, Chicago, has gone to Europe. 

Dr. Guy G. Dowdall, Clinton, has returned from Europe. 

Dr. and Mrs. J. Earle Meloy, Lincoln, have returned from Europe. 

Dr. and Mrs. A. H. Brumback, Chicago, have returned from Europe. 

Drs. Oscar H. Kraft and David Monash, Chicago, have returned from 
Enrope. 

Dr. and Mrs. Walter H. Allport, Chicago, have returned from 
Europe. 

Dr. and Mrs. Julian E. Hequemburg, Chicago, have returned from 
Europe. 

Dr. M. L. Harris, Chicago, has returned from a three weeks’ trip to 
Wyoming. 

Dr. and Mrs. Albert M. Earel, Hoopeston, sailed from Quebee for 
Liverpool October 2. ; 

Dr. J. A. Hoffman, Pesotum, Ill., left August 17 for Vienna, Austria, 
to take postgraduate work. 

Dr. Emanuel J. Senn has resigned as assistant professor of surgery 
in Rush Medical College, Chicago. 

Ben L. Reitman, M.D., started from Chicago October 14 for a trip 
io Australia and around the world. 

Dr. Ignatz Lange, Chicago, has been elected president of the Anglo- 
American Medical Association of Vienna. * 

Dr. and Mrs. John B. Murphy and family, Chicago, arrived Septem- 
ber 19 after spending the summer abroad. 

Drs. C. B. and A. A. Saunders, 303 LaSalle Avenue, Chicago, are 
having an outing of three weeks in Colorado. 

Dr. George Stacy has been appointed pathologist to the Lllinois 
Central Hospital for the Insane, Jacksonville. 

Dr. Maurice Altman, Springfield, will leave the city Nov. 1, 1908, 
to specialize on obstetrics under Prof. Joseph B. DeLee, Chicago. 

Dr. Frank P. Boyd, of Redwood Falls, Minn., has taken a position 
as resident physician at Maplewood Sanatorium, Jacksonville, Il. 

Dr. Robert F. Hayes, Freeport, who has practiced medicine for more 
than fifty years in Stephenson County, has decided to retire from practice. 

Dr. William D. Humphrey has succeeded Dr. John W. Huston, re- 
signed, as city physician and president of the board of health of Virginia. 

Dr. Brown Pusey has been appointed head professor in the depart- 
ment of ophthalmology in the Northwestern University Medical School, 
Chicago. 

Dr. Henry B. Favill has been made a member of the commission to 
study the condition of employes of public and private institutions of 
Chicago. 
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Dr. H. A. Hollobusch, Rock Island, was elected president of the 
National Association of Railway Surgeons at the meeting held in Chicago 
Oct. 13 to 16, 1998. 

Dr. G. 8. Bolt, Herrick, has purchased property formerly belonging 
to the late Dr. G. W. Fringer, of Pana, and will move to that city to 
practice his profession. 

Dr. W. F. Ernest, of Ashkum, IIl., has purchased thirty-two acres of 
land at Mt. Clemens, Mich., where he will erect a $50,000 building to 
be used as a sanitarium. 

Dr. Edwin A. Weimer, Pekin, has removed to Peoria and taken offices 
in the Observatory Building, where he will devote his time to the practice 
of surgery and gynecology. 

Dr. J. L. Cass, Pawnee, Ill., has gone to Sullivan, where he will take 
the office and practice of Dr. F. P. Zerfass, who goes to Oxford, Ohio, 
where he has a position in a sanatorium. 

Dr. Karl K. Koessler, formerly physician for internal medicine in 
the Vienna General Hospital, announces the opening of an office in 
Suite 802, Reliance Building, 100 State Street, Chicago. 

Dr. George Michell, chief of staff of the Bartonville Insane Asylum, 
served as a delegate to represent the United States in the International 
Congress for the Relief of the Insane which was held in Vienna, Austria, 
Oct. 7 to 11, 1908. 

Dr. Casey Wood has resigned the chair of ophthalmology and clinical 
otology, Northwestern University Medical School, Chicago, and Dr. 
Frank Allport has resigned the chair of otology and clinical ophthal- 
molggy in the same institution. 

Dr. William C. Maxey, Hodges Park, Alexander County, who has 
been practicing for a number of years in Caldwell, Idaho, has been 
visiting at the old home aiid looking up a claim that he has for lieu- 
tenant’s pay for twenty months’ service in the Civil War. 

Prof. O. Medin, of the Karolinska Institute, Stockholm, a delegate 
from Sweden to the International Congress on Tuberculosis, delivered 
a lecture October 6 at the Young Men’s Christian Association auditorium, 
Chicago, on “Method and Prevention of Tuberculosis in Children.” 

Dr. Charles Adams, for more than twenty years a medical officer of 
the Illinois National Guard, and one of the pioneers in reorganizing the 
medical department that it might approximate as nearly as possible to 
the medical corps of the army, was appointed by the governor surgeon- 
general of the state October 9. 





REMOVALS. 


Dr. G. A. Estell has moved from Venedy to Jacob, Ill. 

Dr. O. M. Carr, of Verona, has removed to St. Charles. 

Dr. A. B. Moon has removed from Chicago to Belmont, Ill. 
Dr. H. F. Bullard has removed from Cullom to Chenoa, III. 
Dr. M. O. Holm has removed from Chicago to Zeland, Mich. 
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_ Dr. F. C. Vogt has removed from Springfield to Atterberry, Ill. 
Dr. L. A. Barnside has removed from Martinsville to Marshall. 

Dr. F. K. Camp, of Chicago, has removed to Oklahoma City, Okla. 

Dr. M. L. Brookshire has removed from Pontiac to East St. Louis, Ill. 

Dr. Olaf Nordwall has removed from Rockford, Ill., to Omaha, Neb. 

Dr. John M. Hensch has removed from Chicago to Wetsonville, Colo. 

Dr. C. E. Wright has removed from Shoals Mound to Vancouver, 
British Columbia. 

Dr. Ben T. Roberts has removed from Morgan Park to 2041 Lexing- 
ton Street, Chicago. 

Dr. Anthony K. Rentkaus has removed from Grosselli, Lake County, 
Ind., to South Chicago, Il. 





NEWS ITEMS. 

The University Hospital at Ogden Avenue and Lincoln and Congress 
Streets, Chicago, was opened for inspection October 1 from 8 to 10 p. m. 

Seven residents of Springfield, recently bitten by a squirrel found to 
be suffering from rabies, are in Chicago for treatment at the Pasteur 
Institute. 

The Health Department, Chicago, on September 5 is said to have 
instructed the police to close a private dispensary conducted by Mrs. 
Anna Breckler, 1151 North Robey Street. 

Work has been begun on the new hospital to be erected by the 
Sisters of St. Francis on Ridge Avenue, Evanston, Ill. The building 
will be four stories in height, 55 by 180 feet, and will cost $180,000. 

S. S. Thompson, Chicago, a shoemaker, who claims to be a doctor of 
“mechano-therapathy,” is said to have been fined $100 by a jury in Judge 
Scovel’s court September 19 on the charge of practicing medicine with- 
out a license. 

Dr. Samuel R. Harwood, East St. Louis, is said to have pleaded 
guilty August 31 to a charge of failing to report a birth to the health 
commissioner in compliance with the city code, and to have been fined 
$10 and costs. 

By the will of the late David E. Fiske, of Chicago, the Home for 
Destitute Crippled Children and the Daily News Fresh Air Fund each 
received an annuity of $500, and ultimately each institution will receive 
$60,000 from the estate. 


Dr. George Howe, of the Irene Howe Sanitarium, Chicago, is said to 
have been fined $3 by Municipal Judge Gemmel for beating Dr. J. H. 
Barrow, 676 West Van Buren Street. According to report, Mrs. Barrow 
has circulated a story that Dr. Howe murdered babies at his sanitarium. 

Dr. Bertha Van Hoosen, of Chicago, was given a verdict for $700 
against James Dempsey, of Manistee, Mich., September 23. The suit 
was based on services rendered the defendant’s daughter, on whom an 
operation for appendicitis was performed. The father declined to pay 
the bill on the grounds of its being excessive. 
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The College of Physicians and Surgeons, the College of Medicine of 
the University of Illinois, Chicago, began its twenty-seventh annual 
course of instruction September 28. The opening exercises were held 
in the assembly hall of the college, Congress and Monroe Streets. Dr. 
Channing W. Barrett delivered the address. 


Orthodox Jews in Chicago have organized an association to erect and 
maintain a Jewish hospital on the West Side. About $10,000 has been 
already subscribed and a permanent building will be erected. The cor- 
poration is licensed as Miamonides Kosher Hospital Association, and it 
is proposed to carry out the orthodox Jewish dietary laws and habits in 
the institution. 

Frank E. Wing, who is at present engaged in investigating health 
conditions, Pittsburg, was elected superintendent of the Chicago Tubercu- 
losis Institute October 9 to succeed Alexander Wilson. 8S. C. Kingsley, 
superintendent of the Chicago Relief and Aid Society, was elected sec- 
retary, vice Ernest G. Bicknell, who has gone to New York to take charge 
of the American National Red Cross work. 

The Owl Doctor.—A medical man in New York City has a new 
scheme. He practices at night only. He found so many night cases 
coming at the top of his office hours and visits wore him out, so he de- 
termined to save his energy for the night work, which paid best, anyway. 
He says he finds patients prefer having a doctor who is fresh and wide 
awake instead of one who is tired out after a day’s work. 


The $600,000, or George Smith Memorial addition to St. Luke’s 
Hospital, Chicago, was dedicated Oct. 18, 1908. The addition is said to 
be the most admirably equipped hospital in Chicago, is fire-proof, sound 
and dust-proof through the use of double doors and windows throughout. 
The elevators are provided with vestibules on each floor with double 
doors to shut out internal noises. It contains 127 private rooms fur- 
nished with lacquered brass beds and solid mahogany furniture in 
colonial pattern. A system for hydrotherapeutics has been installed ; 
there is also a brine cooling system. 


The State Conference of Charities was held in Rock Island October 
10 to 13, inclusive. William H. C. Smith presided. Dr. Adolph Meyer, 
director of the New York State Pathologic Institute, and recently elected 
professor of psychiatry in Johns Hopkins University, spoke on the sub- 
ject “How Shall the Problem of Public Care of the Insane Be Solved ?” 
At the same session Dr. George A. Zeller, superintendent of the Illinois 
General Hospital for the Insane, South Bartonville, delivered an address 
on “Modern Treatment of the Epileptic and the Insane.” Dr. William 
H. C. Smith, president of the State Conference of Charities, delivered an 
address on the evening of October 10 on “The History of the Care of the 
Feebleminded in Illinois.” The tuberculosis question also received prom- 


inent attention. Alexander Wilson, superintendent of the Chicago 
Bureau of Associated Charities, outlined a working tuberculosis program 
for Illinois, and Dr. James W. Pettit, head of the Ottawa Tent Colony, 
spoke on “The Local Versus the State Sanatorium for the Treatment of 
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Tuberculosis.” On October 11 Prof. George W. Jones, superintendent of 
the Illinois State School for the Blind, Jacksonville, delivered an address 
on “The Duty of the State Toward the Blind.” 


One Antonio C. Jacobs, of Chicago, a graduate of Dearborn Medical 
College in 1904, has been on trial in Judge Gemmill’s court in connection 
with a society known as the Home and Fireside Protective League, on a 
charge of obtaining $500 from Mrs. Marie Stolzenau by false representa- 
tions. Among the inducements offered by the league to obtain members 
were these: A person marrying after one year’s membership was to 
receive $500. A mother’s benefit of $500 if a baby is born after the 
parties to the marriage have been members for at least one year. For 
the birth of twins the benefit was to be increased 50 per cent. ; for triplets, 
100 per cent.; birth of quadruplets entitled the parents to $2,500. Every 
tenth year of membership entitled the members to an anniversary benefit 
limited to $1,000. On the death of a member in good standing the heirs 
were to receive a funeral benefit of $500. Mrs. Stolzenau testified that 
Dr. Jacobs, as medical referee of the league, persuaded her to call upon 
Jules F. Koelling, the manager, and invest $500 in the concern. Koel- 
ling, who was arrested on complaint of Mrs. Stolzenau’s husband, was 
in court on a similar charge. His trial will follow that of Dr. Jacobs. 
According to the testimony of Mrs. Stolzenau, she was to receive $500 
worth of shares in another corporation called the Underwriters’ Member- 
ship Agency, the president of which was W. C. Walker, a waiter in a 
Sovth Side club. 

It is of interest to read or hear the doctor described from the point of 
view of the layman and the lay press. The following editorial, which 
appeared in the Chicago Evening Post, October 2, discloses the good 
sentiment that still exists for the profession of medicine: “Seldom does 
any one arise to state the case for the man of medicine, and when the 
occasional word of praise is heard humankind is apt to dismiss it with 
the reflection that the physician is paid for what he does, anyway. When 
the doctor effects a cure he is often suspected of having exaggerated the 
symptoms for his subsequent glorification, and when death is not to be 
denied he is blamed. The memory of his fees remains long after the 
good that he has done is forgotten. If the ordinary practitioner worked 
for praise he would be even more poorly paid than he is at present 
Doubly interesting, then, because it is unusual as well as true, is Rudyard 
Kipling’s tribute spoken yesterday in London to the men of the medical 
profession. ‘All the world,’ said Kipling, ‘is divided into two classes— 
doctors and patients’—and he might have said the uncomplaining and 
the complaining. For the physician never complains; he toils early and 
late to alleviate suffering, he shatters his own health to restore the health 
of others. Night and day he is at the beck and call of a thoughtless 
people—‘nobody will care whether you are in your bed, bath or at the 
theatre if any of the children of men has a pain or a hurt in him.” We 
would have a better appreciation of the benefits doctors bestow upon us 
if we could realize what the world would be without the protection of 
their knowledge. But for the physicians the cholera which is now held 
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in check in Russia and the Philippines and the still more dreaded 
bubonic plague would before now have swept around the world, leaving a 
terrible path of death and suffering where they had passed. The army 
ef medicine fights the battles of the world more bravely and more suc- 
cessfully than all the soldiers and the sailors that we have.” 





MEDICAL SOCIETY NOTES. 


The first meeting of the Council of the Chicago Medical Society was 
held Tuesday evening, Oct. 13, 1908. 

On September 22 the Ottawa Medical Society held its first meeting 
for the fall and winter season. Dr. Channing Barrett, of Chicago, ad- 
dressed the meeting. 

At the annual meeting of the Evanston Branch of the Chicago Medi- 
cal Society the following officers were elected: President, Dr. Stephen 
V. Balderston ; secretary-treasurer, Dr. William C. Danforth; councilor, 
Dr: Ernest L. McEwen; alternate, Dr. George W. Boot. 


The Rock Island County Medieal Society held its monthly meeting 
at the Manufacturers Hotel Tuesday evening, October 13. Dinner was 
served and there was a program of the usual short talk and a general 
discussion followed. Some applicants for membership were voted upon. 

C. P. Caldwell, Mortimer Frank, Charles Davison and J. H. Stowell 
have consented to assist the secretary in the securing and arranging of 
the program of the Chicago Medical Society for the coming season. 
They accept material for the meeting and will arrange for the presenta- 
tion of such papers as may be offered to any of them. 

The Illinois and Indiana Central District Medical Society held a 
meeting at the Hotel Harms, Rock Island, II1., Oct. 8, 1908. The prin- 
cipal session was held in the evening and was well attended by physicians 
prominent in the tri-cities and other points. The meeting was the most 
important of several meetings to be held in Rock Island this winter, and 
‘the program was featured with excellent addresses. A banquet was 
arranged by those in charge. Dr. F. H. First, of Rock Island, is presi- 
dent of the society and the secretary is Dr. Young, of Geneseo. 

The Chicago Medical Society held its first meeting in the fall season 
Wednesday evening, Oct. 14, 1908. Dr. A. C. Cotton, president, and Dr. 
M. Z. Albro, secretary. The following program was given: “The Cu- 
taneous and Conjunctival Tuberculin Reaction in Tuberculosis,” by Dr. 
Freuherr Clemens von Pirquet, privatdocent of the University of Vienna. 
“Artificial Immunization in Human Tuberculosis,” by Dr. J. Denys, 
professor of pathological anatomy and director of the Institute of Bac- 
teriology at the University of Louvin, Belgium. Dr. von Pirquet is the 
discoverer of the cutaneous reaction, and illustrated his lecture by 
models and charts. Dr. Denys has done pioneer work in the field of im- 
munity in tuberculosis. His method of treating tuberculosis by means 
of the simple filtrate of bouillon cultures of tubercle bacilli has created 














NEWS OF THE STATE 627 


a good deal of interest and is employed by many of the best workers in 
this country. A large number attended. 


Dr. J. W. Pettit, president of the Illinois State Medical Society, and 
Dr. A. C. Cotton, president of the Chicago Medical Society, were the 
guests of honor at a dinner given by the North Shore Branch of the 
Chicago Medical Society, held at the Bismarck Garden Oct. 6, 1908. Dr. 
Cotton addressed the society. Dr. Pettit gave a most interesting paper 
on tuberculosis. This paper was discussed by many of the members 
present. The meeting was the best attended in the history of the branch. 

On September 15 the semi-annual meeting of the Knox County 
Medical Society was brought to a close with a banquet served at the 
Galesburg club-room. About sixty physicians and their wives and guests 
were present. Dr. Louis Becker, of Knoxville, was toastmaster. Several 
toasts were responded to and the program was complete with musical 
selections and readings. 


The Council of the Illinois State Medical Society held a meeting at 
the call of the chairman, Dr. Carl E. Black, Oct. 10, 1908. The meeting 
was held at the Great Northern Hotel, Chicago. Part of the discussion 
is as follows: The new legislation desired by the Illinois State Dental 
Society was discussed by the Council and an effort to render such service 
as it can as an official body and by personal influence to assist the 
Illinois State Dental Society in securing the desired legislation. The 
secretary of the dental society was present and accepted the courtesies 
for the dentai society and advised that they would be pleased to be of 
service to the Illinois Medical Society at any time they may wish to 
secure legislation for the betterment of the profession. The following is 
the legislation desired by the dental society: 


NEW LEGISLATION DESIRED. 

The Legislative Committee was authorized to ask for the following from the 
next Legislature: 
1. An amendment to the dental law which wiH exempt dentists from jury 
duty. 

2. An amendment which will enable our State Board of Dental Examiners to 
make arrangements with Examining Boards of other States having similar laws, 
by which Illinois practitioners may remove to such states and be granted licenses 
to practice without being examined; Illinois granting like privileges to prac- 
titioners of such states, This is the beginning of a plan by which it is hoped 
that before many years most of the State Boards will be in position to “exchange 
licenses.” 

3. Provision for the placing of an experienced dentist on the regular staff 
of each of the charitable institutions of the state. The condition of the teeth of 
the wards of these institutions is deplorable, and action is imperative. 


There appears to be no question but that all dentists of Illinois, 
whether members of the Society or not, are in favor of all three of these 
measures, and there should be little difficulty in securing their passage if 
the men of the various districts will call on the nominees soon after the 
primaries and ask for their support. 


The following officers and committees were elected by the Council of 
the Chicago Medical Society at its meeting held Oct. 13, 1908: The 








628 ILLINOIS MEDICAL JOURNAL 


term of C. B. Reed, trustee, having expired, J. A. Clark, of the Douglas 
Park Branch, was elected trustee to serve three years. J. P. Hepburn was 
elected to succeed himself as a member of the Membership Committee. 
Harold N. Moyer was elected to succeed himself as a member of the 
Medicolegal Committee. R. B. Preble’s term as a member of the Ethical 
Relations Committee having expired, James E. Stubbs was elected to 
succeed him. J. Whalen’s term as a member of the Public Relations 
Committee having expired, he was elected to succeed himself. C. 8. 
Bacon’s term as a member of the Committee on Criminal Abortions 
having expired, he was re-elected. The following were elected delegates 
to the Illinois State Medical Society: C. F. Lydston, E. M. Webster, 
Anna L. Dwyer, C. H. Miller, George F. Butler, Clarence W. Leigh, W. 
L. Noble, K. A. Zurawshi, J. V. Fowler, W. T. Meffors, O. 8S. Ormsby. 
James E. Stubbs, George Bell, D. R. Brower and Alice Conklin. The 
following were elected alternate delegates to the [Illinois State Medical 
Society: George Weaver, Heman Spalding, Frederick Tice, C. B. 
King, M. H. Luken, C. J. Whalen, T. C. McGonagle, E. Cunat, R. 
Wheeler, F. Fischlin, A. Barr, C. I. Wynekoop, William Harsha, H. E. 
Almes and Hugo E. Betz. 


MEETING OF COUNCIL OF ILLINOIS STATE MEDICAL SOCIETY. 

Council met in regular session in Chicago Oct. 9, 1908, at the Great 
Northern Hotel. Convened at 10 a. m., with Chairman Black presiding. 
On roll call the following were present: Councilors Black, Perey, New- 
comb, Hunt and Roane, President Pettit and Secretary Weis. The 
minutes of the previous meeting were read and ordered approved. 

The secretary read a communication from Dr. Clarence A. Wells, 
secretary of the Adams County Medical Society. This was an official 
notification of the election of the Committee of Arrangements as fol- 
lows: Drs. J. H. Rice, R. J. Christie, Jr., L. H. A. Nickerson, Clarence 
A. Wells, Kirk Shawgo, Joseph Robbins and Thomas B. Knox. It was 
moved and seconded thatthe notice be placed on file and the election 
ratified. Carried. The secretary read the report of the Committee of 
Arrangements, Peoria meeting, giving a balance of $173.16, which was 
turned into the general treasury. 

The secretary also read a letter from General Secretary George H. 
Simmons, embodying a resolution of thanks for the services of the Illinois 
State Medical Society during the American Medical Association meeting 
in Chicago. The same was referred to the next House of Delegates. Also 
a letter from the same embodying resolutions regarding advertisements 
appearing in THE JouRNAL, and it was suggested that Chairman Black 
correspond with the general secretary to discover what the other state 
journals are doing along this same line. 

The secretary read a letter from Dr. A. C. Cotton, president of the 
Chicago Medical Society, regarding the question that the ILtrno1s Mept1- 
CAL JOURNAL is the official organ of the state and county societies. It was 
moved by Pettit and seconded by Percy that the secretary be instructed to 
look up the record on the question and communicate the same to Dr. 
Cotton. 
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The secretary read a letter from the Committee on Pharmacopeia of 
the American Medical Association in which was asked the appointment 
of three delegates to its mext meeting or convention. It was moved and 
seconded and carried that President Pettit appoint three delegates to 
attend this convention. 

The time set for a special order of business for the Medical Legisla- 
tion Committee was 11:30, and Chairman Black presented a communica- 
tion from the Illinois State Dental Association, that association asking 
our support to proposed legislation. Dr. Koch, secretary of the Illinois 
State Dental Association, being present, was invited to present the desires 
of that association and did so in a very able and concise statement. 

Dr. L. C. Taylor, chairman of the Legislative Committee, was called 
upon, and he Stated that he had no new projects in the way of legislation 
to offer at the present time, but made some suggestions on the line of 
preventing malicious and injurious legislation. He stated that it re- 
quired as much of an effort, if not more, to prevent bad legislation than 
to obtain good. Dr. Fowler, of the same committee, being present, made 
a statement on similar lines. 

It was moved by Dr. Pettit and seconded that the suggestions offered 
by the Illinois State Dental Association which have been under discussion 
and which have been endorsed by us, be published in THe Journat. 
Carried. 

Dr. Baum addressed the Council at considerable length on the pro- 
posed changes of the health laws. It was moved by Fowler and seconded 
by Hunt that the chairman of the Council call a special meeting in No- 
vember or December, of ‘the Council, the Legislative Committee and the 
Auxiliary Committee of the Legislative Committee, Committee on Public 
Policy, State Board of Charities and Illinois State Board of Health to 
meet in Chicago for a joint session to consider proposed needed legisla- 
tion. Carried. 





PUBLIC HEALTH. 

Smallpox is reported from Spring Valley. 

Kankakee reports six cases of diphtheria. 

Gillespie is reported to have an epidemic of typhoid fever. 

Scarlet fever and smallpox are reported to be epidemic at Taylorville. 

Springfield reports seven cases of diphtheria and six cases of scarlet 
fever. 

In the Spaulding Institute, Nauvoo, five cases of scarlet fever are 
reported. 

An epidemic of diphtheria is feared at Waukegan, where several cases 
have been reported. 

Because of the prevalence of diphtheria the public schools of Benld 
have been ordered closed. 

The opening of the schools of Abingdon has been postponed on ac- 
count of the prevalence of scarlet fever. 
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Saint Anne is threatened with an epidemic of diphtheria and the 
opening of school has been delayed one week on account of the prevalence 
of the disease. 

Smallpox is reported at Pawnee. The public school has been closed, 
church services have been suspended and rigid quarantine regulations 
are being enforced. 

The Girard Board of Health issued a proclamation, September 8, 
closing the schools and churches and prohibiting other public gatherings, 
owing to an epidemic of diphtheria. 

Hinckley, with a population of 500, reports sixty-one cases of scarlet 
fever and diphtheria, and two of the patients are said to be physicians 
who are members of the board of health of the village. 

During the last week 700 pupils of the Chicago public schools were 
barred from school, the result of examination by medical inspectors. 
Less than ten of this number had symptoms of contagious disease, but 
many had parasitic diseases. 

In Chicago during the last seven weeks the seventy-five medical in- 
spectors, detailed to instruct mothers in the proper care of infants during 
the hot weather, have visited 43,784 homes. The inspectors found 2,410 
cases of illness and 24,702 unvaccinated persons. 

On account of complaints made to inspectors of the Health Depart- 
ment of Chicago that the police were not giving sufficient support to the 
employés of the Health Department in enforcing quarantine in con- 
tagious diseases, a general order was issued October 9 by the chief of 
police, directing the commanding officers to instruct their men that the 
warning cards of the health department were not to be torn down, and 
also that infected children were to be kept off the street. 

The Mayor and the Finance Committee of Chicago have authorized 
the Commissioner of Health to employ forty nurses to visit the schools 
and see that remedial measures recommended by the school medical in- 
spectors are carried out. By making application of the needed treatment 
many of the children can be kept in school or returned to school at an 
earlier period than otherwise. Children afflicted with ringworm, pedicu- 
losis, scabies or impetigo can be kept in school if under proper treatment. 
In cases where parents neglect defective children, needing medical or 
surgical treatment, the nurses will interest themselves in their welfare. 
The nurses began work October 12. 

The city of Evanston, Ill., through the acting Commissioner of 
Health, Dr. S. V. Balderston, furnishes the following review of its health 
condition during the summer months: Report of mortality from diar- 
rheal diseases in Evanston during the months of June, July, August and 
September, comparing the years 1907 and 1908, including children up to 
5 years of age: 


June, July, August and September. 1907. 1908. 
Total number of deaths in children up to five years of age.......... 39 30 
Deaths due to accidents, including still born....................... ll 7 
Deaths from acute infectious diseases.....................00000. 4 0 


Deaths from diarrheal diseases and including those reported as due 
to malnutrition and inanition 


— 
— 
ns 
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It will be seen that the number of deaths from all causes enumerated 
is less for 1908. The total deaths from accidents and from acute infec- 
tious diseases for the summer of 1908, however, is 7, compared with 15 
for 1907; excluding these we have as a total 23 for 1908 as compared 
with 24 for 1907. This leaves 7 deaths from diarrheal diseases in 1908 
out of a total of 24 deaths. A study of these statistics would seem to 
show a considerable diminution in the total deaths in the summer of 1908 
-in children up to 5 years of age from all causes, and a marked reduction 
in the number of deaths from diarrheal diseases as compared with the 
total deaths of children of this age, even after excluding deaths from 
accidents, etc., in infectious diseases, which were greater in 1907. Per- 
sonal observation and interviews with physicians during the past summer 
had led to the belief that the number of babies suffering from diarrheal 
diseases was above the average, but this does not seem to be borne out by 
the statistics given above, or if the number was great this year we must 
presume that the cases were milder than usual. 

The Department of Health of Chicago, in its Bulletin, gives in brief 
the annual report of the health condition in Chicago during September: 
“Notwithstanding the fact that September, 1908, was the hottest on 
record for thirty-seven years, the daily mean being nearly 6 degrees 
above normal, the health of the people was remarkably good. The 2,318 
deaths reported to the Bureau of Vital Statistics during the month yield 
a per annum rate of 13.00 for every 1,000 of the population, this being 
nearly 5 per cent. below the average for this month for the last ten years, 
more than 11 per cent. lower than the rate of the preceding month— 
August—and 9.6 per cent. lower than the record for September of last 
year, The important causes of death named in order of greatest contri- 
butions to the monthly total of 2,318 are as follows: Diarrheal diseases, 
544; consumption, 252; violence—including suicide—171; heart dis- 
eases, 161; Bright’s disease, 150; pneumonia, 136; cancer, 101; the 
four chief contagious diseases of children — diphtheria, scarlet fever, 
measles and whooping cough—82; the nervous diseases, 77; apoplexy, 
52; typhoid fever, 42. As compared with September, 1907, the follow- 
ing important decreases are noted: From pneumonia there were 22 fewer 
deaths; the nervous diseases—including convulsions—5? fewer; the 
four chief contagious diseases of children, 16 less; cancer, 34 fewer; 
Bright’s disease, 13 fewer, and from typhoid fever there were 10 fewer 
deaths. Similarly compared, the following increases are noted: Diar- 
rheal diseases, 21 more deaths; consumption, 12 more, and suicides, 15 
more. Although the temperature of the month was about the same as in 
August, the diarrheal disease deaths were 271 fewer, a decrease that is 
in great part due to the educational campaign conducted during the sum- 
mer whereby mothers in the congested residence districts were instructed 
in the proper care of their babies during the hot weather. The reduction 
in the infant deaths—240—corresponds closely with the reduction in 
diarrheal disease deaths.” 
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NEW INCORPORATIONS. 


Guaranty Indemnity Company of Illinois, $5,000; furnish medical 
attendance and medicine; C. W. Horn, E. C. Gibbs, E. G. Minnick. 

Oakley Smith College of Naprapathy, Chicago; teach science of 
naprapathy; incorporators, R. J. Smith, R. B. Smith, H. McClellan 
Hess. 

Daughters of Columbia Hospital Association, Chicago; provide free 
hospital ‘service; incorporators, Catherine Bastian, Alice Kane, Edwin 
D. Peifer. 








MARRIAGES. 

L. W. Futron, M.D., and Miss Elsie R. Fouche of New Berlin, Oct. 
5, 1908. 

J. Henry Davis, M.D., and Miss Olive Gertrude Wilson, Carlinville, 
September 30. 

Joun Armone, M.D., Granville, Ill., to Miss Della Stringfellow of 
Chicago, recently. 

C. H. Locxnart, M.D., of Witt and Miss Roberta Blanche Short of 
Hillsboro, October 14. 

Sara A. Jansen, M.D., and Alister S. Langille, both of Chicago, at 
Albert Lea, Minn., September 9. 

Everett J. Brown, M.D., of Decatur and Miss Jane Herron Jack 
of Peoria, Thursday, October 8. 

Morr Hunton Arnotp, M.D., Paris, Ill., to Miss Grace Meriam 
Chapman of Siegel, Ill., September 16. 

Lupwic MANNHEIMER Logs, M.D., Chicago, to Miss Minna Juliet 
Morgenthau at Far Rockaway, N. Y., September 14. 





DEATHS. 

Martin Martrer, M.D., 3137 Wabash Avenue, Chicago, on Septem- 
ber 29, aged 58. . 

Joun B. Youne, M.D., of Golconda, died at his residence in that city 
Oct. 6, 1908. Dr. Young was a graduate of Rush Medical College in 1876. 

Josepu J. Crowe, M.D., Rush Medical College, 1893; of Chicago; 
died at the home of his father, September 14, of pulmonary tuberculosis, 
aged 49. 

Avotpu G. BecutoLp, M.D., Missouri Medical College, St. Louis; 
1890; died at his home in Freeburg, Lll., September 23, from cerebral 
hemorrhage, aged 42. 

JoserH B. Scarsoroven (license, Illinois, years of practice, 1878), 
for forty-four years an eclectic practitioner, died at his home in Wood- 
lawn, I|]., September 26, aged 60. 
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Henry CLarENcE Youne, M.D., New York University, 1875; a 
veteran of the Civil War; died at his home in Flora, Il}., September 19, 
from cerebral hemorrhage, aged 53. 

SaMvEL Fretp, M.D., of Hillsboro, aged 81 years. Dr. Field was the 
oldest practitioner in Hillsboro and was a graduate of the Homeopathic 
Medical College of St. Louis in 1860. 

A. L. Kewuar, M.D., for fifty years a practicing physician in Sulli- 
van County, died in California. Dr. Kellar was a graduate of the Uni- 
versity of Louisville and began his practice in 1851. 

Frank W. Gorpon, M.D., Hahnemann Medical College, Chicago, 
1866; of Sterling, Ill., and for four years health officer of that city; 
acting assistant surgeon, U. 8S. Army, during the last year of the Civil 
War, died in the Augustana Hospital, Chicago, October 1, a week after 
a surgical operation, aged 71. 

THomas Croswett, M.D., Bowdoin College, Brunswick, Maine, 
1838; said to have been the oldest living graduate of the institution; an 
honorary member of the North Central Illinois Medical Association ; 
died at the home of his daughter in Streator, Ill., October 6, aged 93. 

Grorce F. Hememann, M.D., Rush Medical College, 1863; assistant 
surgeon of the Fifty-eighth Illinois Volunteer Infantry during the Civil 
War; coroner of Du Page County for eight years; a member of the board 
of education of Elmhurst for sixteen years, and village.treasurer; died 
at his home, September 29, aged 70. 

Samvuet J. Bumsteap, M.D., of Decatur, died September 19 at the 
home of his son, Dr. Charles Bumstead, of Monticello, Ill. While visit- 
ing in Connecticut Dr. Bumstead contracted pneumonia which caused 
his death. He had practiced for more than thirty years in Decatur, mak- 
ing a specialty of eye, ear, nose and throat diseases. He was a graduate 
of a homeopathic school in Philadelphia and afterward took an examina- 
tion in 1863 by the famous Illinois Army Physicians, composed of Drs. 
Hosmer A. Johnson and John H. Rauch, who were organized to guarantee 
the attainments of medical men as physicians with the Illinois regiments 
during the war. Previous to this examination he had served as a private in 
the ranks and as a sergeant in the medical department. After his exam- 
ination he was made an assistant surgeon with rank of first lieutenant. 
Dr. Bumstead was interested in all questions of civic improvement and 
his voice was heard in upholding what he believed to be the proper solu- 
tion of these questions. He wielded a trenchant pen and, of course, 
encountered opposition, which he enjoyed. His wife and two sons survive 
him. 
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